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Abstract

This thesis examines how cultural understandings arc generated and transmitted

In a Canadian multicultural teaching hospital. Il explores how issucs of 'culture' arc

addressed fommlly and informally in the experiences of patients and practitioners. Using

the approach of an institutional ethnography, emphasis is placed upon infonnal strategies

of cultural care as a taken-for-granted practicc in clinicallife. Il illuminates how pressure

to learn culturally sensitive care seeps inlO the fabric of daily clinical life, and how

cultural practices are constructed within a complex set of organized social practices.

The study concludes thut advocacy of multicultural policies, must consider the

dominance of existing western health care paradigms. lt advocales culturally responsive

care as a parallel force that can collaborate with the rcgimes of formai health practices.

Il argues thut providing effective health care to ail segments of Canadian society requires

stmctural changes in heallh education which need to address existing disjunctures between

'effective ideals' and ideological knowledge, in order that ail arc ensured optimum health

care.
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Résumé

La présente thèse examine comment naissent et sont transmises les interprétations

de nature culturelle dans un hôpital d'enseignement multiculture1. Elle explore, à partir

de l'expérience des patients et des praticiens, comment les questions de "culture" sont

traitées officiellement et de façon informelle. Par le biais d'une approche fondée sur

l'ethnographie institutionnelle, on y met l'accent sur les stratégies informelle en matière

de soins adaptés au contexte culturel qui sont tenues pour acquises dans le milieu

clinique. Cette thèse illustre comment des pressions visant l'apprentissage de techniques

de soins qui tiennent wmpte des différences culturelles s'exercent quotidiennement dans

le milieu clinique et comment s'élaborent ùes pratiques tl caractère dans le cadre d'un

ensemble complexe de pratiques sociales organisées.

L'étude conclut qu'un plaidoyer en faveur de politiques multiculturelles doit tenir

compte de la dominance des modèles de soins de santé officiels. Elle fait valoir que,

pour fournir des soins de santé efficaces tl tous les segments de la société canadienne, il

est nécessaire d'apporter des changements structurels dans le domaine de l'enseignement

des soins de santé afin de combler le fossé que existe entre les situations idéales et la

connaissance idéologique, de manière tl assurer des soins de santé optimaux.
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Introduction

This thesis examines the way culturalunderstandings are generated and transmitted

in a large Canadian multicullUral university teaching hospitaI. In particular, it explores

how bolh formai and informai activilies contribute to the learning and practice of cultural

care in and through a set of socially organizcd relations.

ln Canada, both federal and provincial multicullural policies encouraging cultural

diversily have important implications for effective health care practices. While the

intentions of these policies are to ensure that patient populations receive culturally

sensitive care, there has been little systematic understanding of whether or how this

objective is realised in praclice. These conccrns fonn the central focus of this thesis,

which will investigate Ihe learning and practices of nurses and physicians involved in the

care of a large multicultural client population in a Canadian university hospitaI.

Multicullural policy objectives have been given considerable attention 111 the

Iiterature in relation 10 health professional practicc in Canadian service settings (Masi,

1988). Moreover, proposaIs to expand CUITent mcdical and nursing education to include

grealer multicultural contenl have received subslantia! attention by nurse academics,

physicians and the health profession at large (Branch, 1976; Leininger, 1978; Masi, 1989).

Medical academics have argued that Ihe western medical orientation, which

infonns much of the content of contemporary medical and nursing knowledge, has had

a 'delerministic' effecl on learning and practice in that it fundamentally overrides

alternative health cure systems. These writers argue that alternative health cure
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orientations are in facto 'anathematized as false belicfs' (Kleinman. 1992) by the orthodox

medical paradigm as a whole. Medical and nursing aeademics have argued for the

teaching of other views, such as transcultural and anthropo!ogical clinical sub­

specialisations, in an attempt to anchor and situate health care alternatives within a

realistic framework of clinical practice. Despitc these arguments, very Iittle is known

about how or whether these alternative paradigms arc reflected in daily elinical practice.

This thesis will examine these questions and i~sues which surround multicultural health

care learning and practice, and will attempt to situate them within a sociology of

knowledge.

Multicu!turalism, Health Care Learning and Practicc

Explanation and advocacy of culturally sensitive health care within hospital

settings has been given a great deal of attention in the Canadian health care Iiterature

(f,nderson, 1986, 1988; Clarke, 1993; Masi, 1988, 1989; Stephenson, 1991). Yet how

culturally sensitive practice actually works or how its varying definitions become

translated specifically into the education and daily activities of Canadian health

practitioners remains largely unexplored. Thus the purpose of this investigation is to

explore cultural understandings from the standpoint of practitioners in their everyday

world and the way in which these understandings are constituted within the social

organization of the health care system.

[n particular, this study situates the problem of managing cultural care and practice

within a sociology of knowledge. Using the approach of an institutional ethnography,
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everyday strategies of learning about and managing the needs of patient care will be

illuminated in ordcr to show how health practitioner leaming and practice are constructed

within a complex set of social, political and economic relations. This analysis will draw

heavily on the words of both practitioners and patients, both of whom are highly vocal

about their experiences. Their words reflect many featur}~ of their experience within the
\

hospital setting. They reveal not only how the pressure to learn treatment and eulturally

sensitive care seeps into the fabric of c1inical working Iife, but also how culturalleaming

is understood and defined within a set of infomlally sanctioned work practices. Thus we

can see how what constitutes multicullUral health care evolves as a product of daily

practices.

This investigation aims to shed new light on the familiar theme of tension between

orthodox medical knowledge and culturally sensitive practice. It explores the daily

dynamics between the routine knowledge and decision-making of practitioners in the

context of accountable care, and the fomls of underslanding commonly used by patients

to interpret and manage their own illness experience. It points to some contradictions in

decision-making around learning and practice of cultural1y sensitive care and to the need

to reframe some of the issues involved in managing the delivery of care in the context

of a formai commitment to cultural sensitivity. lt examines the orthodox paradigms and

routine professional practices that nmke up the daily substance of cultural1y sensitive

practice in hospital life, including events like finding a translator, accommodating special

illness needs. modifying treatment regimes, meeting special family needs. Moreover, it

illuminates how thesc clements of individual practice are embedded within a eomplex set
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of insliluliona! relations of entitlements, resources and legitimate claims within the CUITent

health care system. Thus it explores the requirements of culturally sensitive care III both

the individual and inslitutional level of action.

The epistemological and ontological grounding undcrlying this method of analysis

does not primarily stan with traditional sociological, anthropological or cultural theory.

Rather it begins with the actual experiences of ordinary people, in this case health

praclitioners and plllients. Thus the investigation takes up the standpoint of practitioners,

rather than beginning with the attempt to examine the formaI 'meanings and fonnulas'

under1ying sociological and medical anthropological disciplines. For example, much

attention has been given to the study of culture and health care in relation to fonnal

knowledge of differing cultures and their specific heaith/illness pathology. (See Kleinman,

1981; Leininger, 1985). The work of transcultural psychiatry epitomised in the

contribution of Raymond Prince, medical anthropology in the contributions of Arthur

Kleinman and the transcultural nursing of Madeleine Leininger, are three widely known

approaches 10 cultural understanding in health cOIre practice. The aim of my work is not

primarily to investigate these fommlly defined frameworks of cross-cultural scholarship.

Instead my inquiry places emphasis on a less visible aspect of multicultural health care.

Il is primarily concerned wilh culturally sensitive cOIre as an outcome of socially

organized practitioner knowledge on the hospita! unit itself. To this end, my analysis is

more proper1y concerned with Ihe provision of instillltionai arrangements through which

multicultural health cOIre learning comes aboui and is made operational in practice in the

hospitaI. As such, the investigation then moves away from the generally known world of
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formai concepts and explanations to focus on the everyday world of nurses and

physicians' actual praclices and actions.

Following this approach to investigation, this thesis will explore how "cultural

understanding" comes into being as a social practicc of nurses, physicians, administrators

and patienls in their everyday world in and through a set of social relations which

"organizcs the worlds of experience" (Smith, 19X7).

Overview of Chapters

Chapter One examines Canadian multiculturalism and its relation to Ca::adian

health care education and praclice. It reviews the ideals and intenlions underlying

multicultural policies and discusses the accompanying body of knowledge and debate

underlying these policies in the context of their relevancy to health care. Here the need

for medical and nursing knowledge addressing cultural factors has been voiced as an

important concern in light of clinical research evidence which reveals instances of

misdiagnosis, lack of agreement with prescribed treatment procedures and discordant

patient-practitioner communication in multicultural health populations. In particular,

current debates and concerns around the relative absence of culturally sensitive training

opportunities for health practitioners in Canada in relalion to multicultural health practices

arc discussed.

Chapter Two explicates theoretical principles for an approach to methodology

infollned by the social organization of knowledge. In particular,the aim is to provide an

underslanding for an instilutional ethnography and to present central epistemological and
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ontological arguments for this approach ta research. In t!lis chaplcr. four central iS"lles are

addressed: (1) the rationale llnderlying the ehoice of research question~;; (2) the principles

of phenomenology as important theoretical contributions la the te nets of institlltional

ethnography; (3) the concept of 'reflexivity' as a central component of institutional

ethnography; and (4) two essential processes with respecl ta the mode of inquiry, talk and

documentary data. Finaily the research selling and Ihe proecss of data colleclion is

deseribed.

Chapter Three furthers the discussion of multiculluralism and health care from a

!)rolld eritical and Iheoretical perspective of health education discourse. Il lIltempts to

aeeount for some of Ihe eontroversies and ambiguilies surrounding multieulturalism lInd

heallh eare training and praetice oullined in Chapter One. Il draws on Ihe thcoretical work

of Dorothy Smith on the soeiology of knowledge, of Michael Polanyi on Ihe philosophy

of knowledge, and on the theoretical positions of medical anthropology epilomised in the

work of Arthur Kleinman. ln this chapter it is argued that the way current health care

curriculum is organized renders education and training accountable 10 seienee-based

models of practice. For example, the inereasing efliciency of seience-based practices

ensured by stringent health eare training and policy demands, relegates eulturally

responsive eare 10 the status of ad hoc experience and conllllon-sense acquisition rather

than to a place in the legitimate teaching program.

Chapter Four begins the exploration of multicullUralism in learning and pmctice

through the everyday experience of patients in University Hospital. Il allempts to make

visible through their talk their expressed assumptions eoncerning health care and their Felt
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experiences in relation to health practices in the hospital setting. In particular, the chapter

explores multiculturalism through pervasive changes in the patient care c1imate at

University Hospital. It attempts to make more visible the evolving needs of patients and

family c1ientele and how this development which creates pressure for change in the

hospital also creales pressure for practitioners to attain differing knowledge and decision­

making practiccs.

Chapter Five :lI1alyses phenomena outlined in Chapter Four in the context of the

experiences of practitioncrs and thcir vicws as on the learning practice of 'multicullllrai

health care'. Through an exploration of the leaming and praclîce understandings of nurses,

it shows how nurscs informally work into their practicc demands for cullUrally responsive

care. And it highlights the impacl which western health care policies and frameworks of

practice have on nurses' daily practice experiences at University Hospital.

Chapter Six cxamines CUITent contradictions and ambiguities with on-going

facilitalîon and dcvclopment of contraslîng paradigms to those infornled by science-based

1110dels of carco It shows that while new theoretical parameters have been presented in the

context of medical anthropology and transcultural nursing, nurses' sense of 'practice

competency' is brought about by rewards for actions based on seientific frameworks for

quantifying patient and family care. This not only renders a pervasive accountability to

practices exc!usively infomled by those models of care, it inserts a disjuncture in the

cultural practice relations in the day to day encounters between nurses and patients.

Chapter Scven cxplores through physicians talk, their expressed ambiguities

concerning orthodox mcdical p,mldigms. Prevailing assumptions that universalisl models
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of medicine perv.\de in practice are explored through the voices of physidans. Thcse

assumptions are funher cxplored in the context of lhe concepts of 'dinicalmodilïcation'

and 'coopemtive practice' which shape infonnally the day to day clinical activities of

physicians' work.

Chapter Eight explores through the voiccs of nurses and physieians lhcir concerns

and aspirations in relation to clinical compelency, cultural lInderstanding and language

proficiency. In particlilar, these coneerns and aspirations arc explored through the concept

of "coUaborative linguistic exchange" and an attempt is made 10 explicate lhe organized

social pfactices within which practitioners' linguislic praetices are clllbedded.
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CHAPTER ONE

CONCEPT OF MULTICULTURALISM

Canadian society has always included people l'rom varying linguistic, racial,

cultural groups and communities, however the perception of Canada as a multicultural

nation is associatcd largely with the immigration movements of the late nineteenth and

early twentieth centuries (Bumet, 1988; Clarke, 1992; McAndrew, 1(91). Canada must

recognize and affirm the rights, needs and aspirations of people l'rom many different

comlllunities, regardless of their racial, linguistic or cultural affiliations. Canada, as weil

as Illany other countries throughout the world, Illust also respond to the fact that

contemporary society is increasingly mobile.

What is unique about Canada is that it has fortnally established a multicultural

policy which acknowledges and confirms the nature of its multiracial, multilingual

society, thus affirming Canada as a pluralistie society (Masi, 1(88). [n Canada we are

guided by the 1Y71 federal policy of multiculturalism which recognizes the multicultural

reality of Canadian society and aecepts responsibility for protecting and promoting

cultural diversity. Subsequent efforts to implement this policy have concentrated primarily

on the provision of measures to ensure equality of opportunity and rights for Canada's

cultural\y diverse population. These arc, the Canadian Human Rights Act (1977),

entrenchment of the Chat1er of Rights and Freedoms (1982), and Bill 93-C, the first

Multicultural Act (19R8).
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The Multiculturalislll Act (Bill 93-C), thc firstnational Multiculturalism Act in thc

world, builds upon the equality and Multicultural commitments of the Canadian Chaner

of Rights and Freedoms. Il commits the federal government to promoting the full and

equa1 participation of individuals and cOllllllunities in shaping Canadian society. The

intention of ail federal legislation concerning Multiculturalism IHls been to foster

integration and pluralism and to create optimum conditions for Canadians to maintain

their individual heritage, langu,tge, customs, and belicfs.

ln the province of Québec a number of acts support the principles of

lllu1ticulturalism: First, the Ministère des communautés culturelles et de l'immigration Act

(1981); second, the Québec Human Rights Charter (\ 982); third, the Conseil des

communautés culturelles ct de l'immigration Act (\ 985). The cxpressed Olim of Québee

1egislation is to aehieve equality for ail and to respect Québee's cultural diversity.

ln Québec although the federal concept of multiculturalism creates a problem from

the perception of Québec society, since its policy ideals do not outline or specifically

affinn a special status in Canada forQuebec (Berry et al., 1977; McAndrew, 1991), the

Québec governrnent nevertheless has made c1ear its intentions to promote and foster

cultural exchange according to the Quebec I-1uman Rights Ch,trter (\ 982). This chaner

ensures the recognition of the dignity and value of ail human beings withoUl

discrimination or preference based on race, colour, sex, religion, language, national

extraction, social origin, custOIllS and po1itical conviction. These lattcr intentions are

visible in two particular areas of doculllented Québec legislation, provincial education and

health care.
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Multicu/tural Reality in Canada and Quebcc

The number of persons immigraling to Canada from foreign countries has varied

from a low of H4,33 1 in 19H5 to approximately 152,000 in 19H7 (Statistics Canada, 1988).

ln 19H8, one in six Canadians was born outside of Canada. The ratio of people born

outside Canada to people who are Canadian-born 1ms never since Confederation been 1ess

than one in six and has sometimes been as high as one in five (Census of Canada, 1988).

Populations in Canada have become increasingly diverse, and currently there are

reported to be more than 80 Iinguistic groups (Masi, 1989). Emigration between 1956 and

1971 was dominated by movements from Europe. However, during the last two deeades

the proportion of immigrants from Europe has deereased by 40 per cent, whereas the

number of immigrants from Asia and Latin America has expanded by 60 percent

(Statistics Canada, 19H9, pp. 93-150).

ln Québec 13 per cent of the population in 1986 were of nationalities other than

British or French origin. The population has also become increasingly diverse with more

immigrants from Haiti, Vietnam, Asia, Iran and Central America.

Montreal has an increasingly diverse ethnie population who are neither English nor

French, with an incrcase of seven percent since 1981 to a total of 30.1 per cent in 1986.

The largest ethnic groups in the city in 1986 were Italian, Greek, Haitian and Chinese

(Census Canada, 19H6). According to the 1991 Census, immigrant communities in

Montreal comprise French, English, Gennan, Scottish, Italian, Irish, Ukrainian, Chinese,

Dutch, Polish, Haitian, Greek, North American Indian, Mélls and Inuit. The Chinese

community has increased significantly in numbers sincc 1986, from21,240 to 34,350 and
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is cllrrently considered to have grown the most of Ihe ten largest groups iu the city

(Statistics Canada, 199\).

Québec has established policies which address equal rights and rcspect for cultural

diversity in health care. The Loi sur les serviCl~.\· de sall/e! el les services SOÔclILt QlwlJec,

(1989), is intended to ensure that everyone receives personalized care that is ethically,

socially, and humanly sound. Il also provides for measures against discrimination with

regard to race, colour, sex, religion, language, social origin and political convictions. In

1989, the aims and objectives of the Ministère de la santé et des scrvices sociaux of the

Québec government outlined the following major provincial health care objcctives. These

objectives were primarily aimed towards promoting the increased presence of cultural

commllnities in the healti, and social services network Ihrough partnership and the

development of accessible and adequate, culturally aware services.

1) To ensure that 'III Department programs take our multicultural reality into account;

2) To identify, establish and ensure that a base of accessible services adapted to
cultural community needs is established in regions with a sizeable multi-ethnic
population;

3) To promote the presence of cultural communities within the health and social
services network so as to bolster ethnic and cultural representation al allieveis of
the system;

4) To recognize the partnership role Ihat may be played by cultural coml11unity
organizalions working in Ihe area of health and social services;

5) To disseminate adequate information on the services and their operation to cultural
communities;

6) To promote research into the various aspects of cultural cOllllllunity services.
(Québec, 1989, pp. 12-16)
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The criteria hy the BI/reml de coordillatioll des services UlLt cO/ll/llllllamés

Cll/lllrel/es for ensuring that the preceding objectives were carried out would be based on

evidence of the number of files processed relating 10 the issue, the number of joint

initiatives undertaken and the number of projects and programs undertaken within an

immcdiatc two year pcriod (Québec, 1989, pp. 12-16).The most recent health eare policy

in Québcc, Bill 120, states that "cultural cornrnunities must have access to services that

take into accouru Iheir particular situations" and the policy advocates "special health care

access prograrns 10 account for cultural diversity in patient populations" (Quebec, 1991,

p. 145).

1.1 Multicultural Policies and Health Care Practice

The polit:ies anù legislation outlined in the preceding sections here have important

implications for health care practice in Canadian rnulticultural health settings. They

suggest evidencc of practices with a commilrnent to knowledge and health care whieh

reeognizes fairness, compassion and freedom (Secretary of SUlle, 1987, pp. 23-24), and

Ihus an openness to the concept of pluralism in the acceptance and full recognition of the

many immigrants who seek Canadian health care.

Ta this end, the Canadian Council on Multicultural Health has defined

rnulticultural health care as:

Health care which is provided in a culturally sensitive appropriate manner
...; it is equally accessible to ail persons regardless of their racial or
cultural background. (Canadian Council on Multicultural Health, 1992)
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Therefore a multicultural approach to hcalth care would rClJuirc that thc policy

makers who structure and order the content of hcalth care education and practicc

acknowledge the varying needs ofhealth care by Canada's immigrant population. Il would

also acknowledge their right for an equal opportunity to partidpatc in thc political, social

and economic realms of everyday life in tenns of dcdsion-making and health care

practices. [n turn, health care educalOrs as disscminators of knowlcdgc would assumc a

commitment to practice which recognises, accepts and legitimatcs thc full magnitude and

potential of Canada's muiticultural and immigralll communities.

Thus a multicultural approach to health care would formally incorporatc lcarning

models which l'ully acknowledge Canada's immigrant communitics. Within this idcal,

there is also the assumplion that there is no singular body of knowledge that is selcctively

predominant. Thercfore the stated intentions of muiticultural legislation have significanl

implications for effectivc health practitioner education. Thcre is an assumed willingness

to recognize the distinctiveness of health knowlcdgc and lifc expericncc of cultural

communities, which may differ from knowledge infonning western models of health care.

This would mean that cultural knowledgc and assumptions about hcalth education

and practice would infornl Canadian health practitioner curriculum and polides.

Moreover, polides which direct the developmcnt, implcmentation and evaluation of

Canadian health practitioner curriculum would reflect a mode! for practice which

legitimately recognizes alternatives and which is not exelusivcly informed by the currcnt

mainstream orthodoxy of sdence-bascd care.
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While Canada's policy of multiculturalism creates optimal conditions for training

programs for health professionals, there is Iittle existing evidence of cultural awareness

and sensitivity to diffcring life-world experiences in health care practices.

The experiences of many immigrants facing hospitalisation in a Foreign society,

in which cultural values and iIlness beliefs arc antithetical to their country of origin,

create tremendous strcss on· patients and their families. Sorne case studies have revealed

that treatment and carc planning is often based on western models of health care and does

not include alternative methods of healing. As a result, it does not always lead to effective

outcomes (Boston, 19(2). Health professionals frequently care for patients from cultures

which are unfamiliar to them. Numerous quantitative studies indicate that the day to day

experiences of immigrant patients and families in a western health care system are

complicated by differences in experiences, knowledge, beliefs and approaches to health

and illness (Dyck, 19X9; Jung, 19X4; Kagawa-Singer, 19X7; Shon & Davis, 1982; Sue,

1977).

A number of ethnographic studies have used interpretive analysis to understand

the cultural and social meanings of health and illness. Through observation and in-depth

interview techniques, researchers have discovered the varying ways in which people :nake

sense of illness and health behaviours. AlI of these studies reported the use of cultural

remedies and cultural expianations of illness, in conjunction with orthodox western

models of care (Anderson, 1986; Cornwall, 1984; Donovan, 1986).
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One in-depth, qualitative study using semi-struclUred interview techniques with

Chinese families in a large university teaching hospital in Québec, has addressed cultural

perceptions of illness, decision-making and coping responses in relation to the

hospitalisation of a family member for a psyehiatric illness. Although this work was

Iimited to retrospective clinieal observations, the researchers rcported that subjects

eonsistently used traditional healing remedies which were often discreetly substilUtcd for

orthodox treaUl1ent measures (Sun Li & Boston, 19X9).

There has been voluminous work donc in an attempt to understand traditional

healing practices in the field of transcultural psychiatry. Much of this work Ims

demonstrated that health and illness knowledge is conslructed in local contexts, away

from lhe mainslream culture. Much attention has been devoted to the understanding of

traditional healing practices in relation 10 western, orthodox medical knowledge (Prince,

19H7, 1993). There has been some recent eoncern in this field, about the lIniversality of

diagnostic categories across cultures (a phenomenon associated with western orthodox

models of practicc), with the assessment of psychiatric disordcrs. Princc (l9X7) has

arglled that diagnosis of illness across cultures must dcpend upon signs and symptoms

(not local meanings) since this is the only phenomenon that is likely to be constant

(Prince, 1987, pp. 1-49). And in contrast to what has been criticised as the dissociative

phenomenon of biomedical categorisation, problems are perceived in evaluating the nature

of consciollsness and the social construction of thc person (Kirmeyer, 1992). Moreover,

it is also argued that cultural knowledge or lraditional ways of experiencing illness are

embedded wilhin indigenous conditions, which do not al ways fit the mainstream
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onhodoxy of assessment through diagnostic categorisation (Lewis-Fernandez, 1992, pp.

301-317). Recent work in the field of family therapy has attempted a theoretical synthesis

between the pract;cal application of family therapy and the broad research orientation of

transcultural psychiatry (Di Nicola, 1985).

In the field of nursing, an entire theoretical sub-field of transcultural nursing has

evolved, which argues that cullllrai care often involves nursing decisions and actions

which arc acceptable to the patient and the caregiver, yet are in direct opposition to the

mainstream orthodoxy of care (Branch, 1985; Leininger, 1988', 1988b
, 1991). In fact there

is much evidence in both the theoretical and empirical Iiterature to support the value

placed on trnditional practices. Some studies have revealed that healers and lay mediators

from culturnl communities arc informally called upon to assist practitioners towards

illness and health explanations (Anderson, 1986; Dyck, 1989; Sankar, 1991).

There is some evidence which reveals that cultural and ethnic differences are often

directly relatcd to panicular chemical compound responses in treatment regimes such as

those of drug therapy. For example, many clinicians affinn cultural/racial differences in

clinical prnctice with respect to psychotropic drugs (Joyce, 1980, p. 131). In a similar

vein, Prince (1982) suggests taht some of the marked culturnl differences in alcohol abuse

(Chinese versus Irish, for example) may result from biological differences. Chinese, in

high proportion react to alcohol with an unpleasant biological flushing response which

may inhibit use ina manner similar to Antabuse. In this argument it is held that the actual

way of physiological and biological processing whereby for example, alcohol is converted

to acetaldehyde (ADH) may account for culturnl differences in acelllldehyde levels
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(Prince, 1982, p. 59H) and that therefore, dmg tolcrance or inlolerance of toxic substances

cannot be redueed to therapies based on notions of cultural "similarity" and "uniformity".

Similarly, Ralph Masi has argued that among the need-to-consider variables ar;: the

cultural factors in the health assessment of a person (Masi, 19H9). For example, Masi

reports evidence of high nutritional variations in Ihe ability to tolerale lactose. Masi

observes that lactose intolerance in people l'rom Asia, is often as high as HO%-90%, which

differs strikingly l'rom people living outside Asia (Masi, 19H9, p. 69). Other areas for

eoncem are the possible physiologieal or mctabolic differences that C,1I1 be caused in

different people by chemical substances. There has been further evidence to suggest that

metabolie response 10 drug therapy such as Sparteine, Debrisolluine Mephyenytoin,

Debrisoquine and Caffeine may be culturally related (Masi, 19H9, p. 70). These findings

would seem to imply that diet and nutritional lifestyle may vary by a wide margin and

therefore may not be compatible with standard regimes of drug therapy.

Other studies have indicated that differing perceptions of treatment related to

health and illness have resulted in problematic outcomes for both health practitioner and

patient. These studies have specifically considered cultural variations such as migration,

family dynamics and cross-cultural exposure. They observe problcll1s for immigrants, in

a society which is anlithetical to their country of origin, which include perception and

communication difficulties related not only to language, but also to culturally embedded

meanings attached to illness (Garro, 1990; Gorlin & Zucker, 1983). Olher problems which

have been identified .include caregiver misinterpretation related to illness, differing
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expectations of behaviour by practitioner and patient, and misdiagnosis (Kleinman, 1981;

Molzahn & Northcolt, 1989; Zola, 1966, p, 23).

An carly lJualilative study of 200 palients from Italian and Anglo-Saxon groups

found thal the dedsion 10 seek treatment was related to socio-economic factors rather than

to the degree of illness and that the language of "distress and suffering" differed by a

wide margin (Zola, 19(6). Misinterpretation of sul"fering has been illustrated in a number

of sllidies and has bcen found to be lIlarked particularly when the patient and health

professional come from differing sodo-cultural backgrounds (Garcia and Lee, 1988;

Kieinlllan, 1985; Zola, 1966).

Another mOïe recentlJualiwtive study conducted in Victoria, British Columbia by

Peter Stephenson (1991) assessed the manncr in which the formai health care system was

used by Vietnamesc, El Salvadorans .lI1d Indo-Canadian people. This study was based on

a total of 135 qualitalive interviews involving 30 key infonmll1ts, 30 health care workers

and 90 comlllunity mcmbers. Findings revealed thal the most common barrier to health

care was identified as language understanding and interpretation around illness meanings.

Language was believed to compromise care, the failure to communicate effectively was

perceived to impede quality health care by members of ail three ethnie communities.

A qualitative study reported by Lipson, Reizian and Meleis (1987), which explored

the help-seeking behaviours of Arab-AlIlerican patients in a university hospital in a

Canadian west-coast city explored the way in which health providers characterised

paticnts from a cultural perspective within the recording process. The researchers used a

chart audit of 106 hospiwlised Arab-AlIlerican patients and explored ail recorded data that
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focused upon culturally sensitive care. While Ihe reponed results did not revcal oyen

stereotyping wilhin chan doculllemation, this study revealed interesling tïndings in terlns

of the priority and foeus on the kind of data aelually reeorded. For example, the

researchers noted that diagnosis and treatment constituted the central focus of the

practitioners. written documentation and moreover, patient probicms were frcquently

described in the medie'llIy based languuge of the health pruetitioner ralher than in the

putient's own words (Lipson, Reizian & Meleis, 19X7).

Considerable research is evidenl (in the literature on the care and lreatment of

cancer) about the varying perceptions and expression of pain. The issue of language as

the means by which cultural reference to bodily changes, sensations and other factors

attributed to disease hus been given considerable uttention in the nursing literature. Gurro

(1990) argues that pain cunnot be directly meusured and observed, but is a perceptual

experience which is communicated through vcrbal means or through non-verbal

expressions which the person indicates to be pain (Garro, 1990, p. 34). Pain language

orten has distinctive lerlns which show a widc variation in description (Garro, 1990;

Melzack & Torgerson, 19X5). For example, Melzack and Torgerson collecled 102 pain

descriptions in lhe English language but cited difficulty in Ihe adoption of cross-cultural

comparisons. Translation was perceived to be over-simplistic and not meaningful. For

example, in trying ta arrive at an Italian translation of the McGill pain queslionnaire, two

independent linguistic researchers arrived al two entireiy different sets of pain

questionnaires for the use of Italian patients (Garro, 1990). These observations illuslrale
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the complcx difliculties of understanding and perception and the need for a high degree

of language understanding in relation to the nuances of cultural care (Garro, 1990).

Anderson (l9R7) in a qualitative study comparing perceptions of 'normal' illness

between Chinese immigrant mothers and Canadian English mothers found the ideology

of western "nommlisation" problematic with respect lO the Chinese mothers' views of

illness. These mothers felt compelled to follow discharge plans concurrent with western

models of 'nomml' care and as a result expresscd confusion, inadequacy and distress in

relation to the health care team.

These studies have concluded that subjective views of treatment and care,

knowledge of pain and sufferîng, and iIlness understanding, need to be recognized if

'cultural understanding' in health and illness treatment is to be effective. They conclude

that alternative knowlcdge of health in relation to culture needs to be freed frorn the

professional, unicultural, westernized models associated with illness and health care

practices (Bickel, 19R7; Cali, 1991; Kleinman, 19RO; Weaver & Sklar, 1980).

In ail of these studies, the most consistent practical proposai for resolving the

communication gap has heen to encourage health professionais to treat seriously the lay

knowledge of their patients and their families (Helman, 1990).

1.3 Multiculturalism and Formai Training of I-lealth Practitioners

Despite the empirical value of the above studies regarding multiculturalism and

health care, these rescarch concerns are seldom rcllected in fonnal medical and nursing

curricula (Masi, 19R9; Moffic, 19R7). Existing curricula maintain high standards of
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evaluation and accountability compatible with orthodox training models in the field of

health carco These are seen as the only tools by which to produce appropriatc explanations

for cultural manifestations of health and iIIness. Thcre has bccn some conet:rn cxpresscd

regarding the currcnt content of health practitioncr knowkdgc, particularly that it has

largely ignored cultuml considemtions in favour of biological content in curricula

(Pfifferling, 1981). Rescarch reported by Stephen Morric (1987), reveals a notable absence

of cultural content in psychiatric residency curricula. MolTic (1987) argues that:

... most residcnts are not as naturally interested in cultural psychialry as in
such publicized areas as psychotherapy and psychopharmacology. As
biological psychialry has grown in innuence, time and concern for cultural
issues may have decreased (Moffie, Kendrick, Lomas & Reid, 1987, p.
174).

What this seems 10 confirm is that thc 'decrease in cultural concerns' reduces the

notion of cullural inclusion in curricula to an ad hoc alternative which is not given equity

to the mainstream orthodoxy of knowledge. Sole inclusion of the dominant mainstream

orthodoxy clearly constitutes a selective transmission of knowlcdge and practice.

While many Canadian colleges and univcrsities offer instruction on consciousness-

raising and cultural sensitization, thcre is no mandate for nurses or physicians to

participate in this lype of Icarning activity (Canadian Task force, 1988). Moreover, health

institutions offer little in the way of multicultural training (Leininger, 1985; Masi, 1988;

Moodley, 1986). Another problem in training, which Schmidt, Dauphinee & Patel (1987)

have pointed to, is the current challenge for cOl11mUnily-oriented medical schools whose

goals are to prepare physicians for cOl11munity practice. These researehers report a
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growing tendency for career preference to shi ft between enrolment and graduation, from

primary specialty care to non-primary specialty care.

Thus as the recipients of practice, patients and families orten face treatment

modalities which arc in direct opposition to their own mores and values. A report by the

Canadian Task Force on Mental Health Issues Affecting Immigrants and Refugees found

that "initiatives in cross-cultural training are usually undertaken by interested individuals

who may not always have ongoing administrative support" and it reported the "need for

cross-cultural training for specialists in a variety of services; nurses, educators, family

therapists, general practitioners, public health personnel and social workers" (1988, p. 54).

The requircments for specialization of Canada 's Royal College of Physicians and

Surgeons include knowledge about "psychosocial reactions to disease" (Beiser, 1990).

However, training programs do not specify a structural component in cultural awareness,

and training in cultural sensitivity is not listed among its requirements (Canadian Task

Force on Mental Health Issues Affecting Immigrants and Refugees, 1988, p. 54).

Out of a calender survey 1 did of the content of ten university departments of

psychology, five actual courses relating to cultural sensitivity were identified. Course

content ineluded cross-cultural study of human behaviour, intercultural issues in

counselling, race, ethnicity and linguistic issues. None of the identified courses dealt

specifically with human rights, biases or issues of discrimination. Simiiarly, in a calendar

survey for multicultural content in twenty Canadian baccalaureate nursing programs,

findings reveal that nine nursing schools offer courses with multicultural content. These

include cultural traditions and heritage, cultural sensitivity to differing lifestyles, dietary



•

."

24

habits and (western) models of nursing care in cross-cultural settings. While two nursing

programs deal specifically with the law, ethics and philosophy of the nursing profession,

there is no specific emphasis given to human rigltts issues or diseriminatory practices

(Boston, 1991).

Literature on nursing education emphasizing cultural issues has come largely out

of the United States. The earliest nursing writer to advocate transcultural nursing,

Leininger (1985) has argued that less than 10 percent of graduate nursing students in the

United States receive cultural content in their training. She notes that the nursing

profession has taken limited steps in education and service to change past practices of

uniculturalism or to reduce ethnocentric practices (p. 694).

Marciniak (1990) studied the perceptions of nursing students and nurse educators

with regard to the concept and content of multiculturalism in two Montreal inner-city

nursing education programs. One of the findings revealcd thal incongruencies existed

between government policy ideals of multiculturalislll and multicultural inclusion in the

content of these programs. Marciniak states;

. . . despite both faculties believing that cultural diversity and
discriminatory issues must be addressed in nursing education ... major
aspects concerning societHl and institutional barriers were lacking in both
programs. (Marciniak, 1990, p. 89)

Studies by Colette (1982) and Chunn (1983) have argued lhat there is a resultHnt

need for nursing research regarding issues of stereotyping and cultural biases in health

care. They have noted serious deficits between the ideals of Illulticulturalism and inclusion

in practice. These writers have noted the lack of, and urgent nced for, research into

cultural factors and health care practices. A study by Glynn (1985) which examined
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nursing curriçula in the states of Alabama, Florida and Georgia 10 identify perceptions

concerning key cultural concepts and their inclusion in nursing school curricula, showed

a discrepancy between what was desired and what was practised. Demographie data were

examined to identify factors that might contribute to reported perceptions of

administrative and faeully personnel. Patterns of homogeneity were revealed whieh were

believed conducive to the maintenance of a unicultural perspective mther than a

multicultural one (Glynn & Bishop, 19R5).

FormaI multicultural training in health care settings is often initiated on an

individual basis by interested practitioners in response to particular case needs (Canadian

Task Force on Mental Health Issues Affecting Immigrants and Refugees, 1988). Many

praetitioners in multicultural settings claim immigrant status or are first generation

immigrants, and arc aware of alternative Iife views and traditional illness and treatment

explanations. Yet frameworks for health care are infomled by the fonnally legitimized

models of care which are carefully learned and practised (Cali, 1991; Lakhani, 1989;

Masi, 19RR). Thus it would appear that the notion of negotiated care, compromise and full

recognition of cultural knowledge in relation to health care, is restricted to an ad hoc or

infornml system of practices.

Qther reports assessing the training needs required for understanding of cultural

communities in hospital care have revealed that many hospitals do not fully recognise or

act on the fact that Canada has become a multicultural society (Head, 1985). Based on

Human Rights Commission reports, Masi (19R8) has argued that the existence of cultural
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bias in institutions and health care centers needs to be addressed both at thc personal Icvcl

of the health practitioner and at the institutional Icvel.

Some health care organizations have devcloped multiculwral commiuees while

others have sponsored Jl1ulticultural awareness progr:uns. Ralph Masi has reported that

some hospitals, such as the Regina General Hospital. Mount Sinai Doctors Hospital and

Central Hospital in Toronto have taken positive actions to respond to specitïc comJl1unity

needs and to facilitate multicultural awarencss programs (Masi, I\>HH. I\>H\».

lA CUITent Problems and Research Concerns

The concept of Jl1ulticulturalism has significant implications for everyday Canadian

health care practices. While the idcals of multicuhuralism would appear to recognise the

ful! potential of life experiences brought forward by people from varied and differing life

worlds, there is very liule known about how these ideals arc realised in Canadian multi­

cultural hospitals or what the everyday practice experiences arc for patients and

practitioners experiencing care in Illulticultural hospitals (Bciser, 1\>\>0; Head, I\>H5; Suc,

19H 1). There has bcen a cal! for more fornml preparation of health practitioners in relation

to nlulticulturalism in North America (Bickel. j\>H7; Constable, I\>H4; Giordano &

Giordano, 1977; Morric, 19H7). ln the United States. while there has been considerable

emphasis placed upon the development of the transcultural nursing practitioner role in

hospital seuings, it continues to be argued that there has been very liule progress in the

development oi transcultural specialists of curricula in nursing school programs

(Leininger, 1\>HH). Il is also argued that health care knowledge is not weil defined with



•

•

27

respect 10 the pOlential for shared cultural understandings in health care institutions

(Beiser, 1\1\10; Leininger, I\lRS, 1990; Masi, I<JRR). In numerous studies, it has been

argued thal the experiences of immigrants facing hospitalisation in North American

society create tremendous stress on patients and families, and that treatment and care

planning is orten not in agreement with models of care and the illness understandings of

multicultural populations. These studies have indicated that the experiences of immigrant

populations are complicated by different perceptions of life style, beliefs and approaches

to illness (Dyck, I\lR9; Garro, 1990; Molzahn & Norlhcott, 1989; Shon & Davis, 1982;

Sue, 1977). A number of writers have discussed traditional assumptions in relation to

western medical knowledge and its unchallenged status in the health professions

(Eisenberg & Kleinman, 19RI; Helman, 1990; Lock, 19RR; Wright & Treacher, 1982). It

is argued that orthodox medical knowledge assumes an increasingly scientific status,

defines health and illness within strictly physical parameters (Helman, 1990), functions

with a "special technical status" (Wright & Treacher, 19R2), and is arranged in segmented

hierarchies ofknowledge within the profession (Foster& Anderson, 197R; Helman, 1990).

These issues remain a pervasive concern in the theoretical literature.

Given the large number of these preceding research concerns which show both

discrepancies in ciinica! findings and the absence of fomlal culturally responsive training,

there is surprisingly little research evidence on how North American praetitioners in

hospitals actually go about daily practising and learning, (within the limitations whieh

have been outlined in the research literalUre). In particular, there has been little emphasis

on the way in which knowledge is organized in and around health settings with respect
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to Canadian mlllticlIltllralism. WhiJe the intentions and aspiraI ions of mlllticlIltllral policies

wou Id appear lO embrace a legitill1ate space for cllltllrally rcsponsive health pr'lctices.

little attention has been given 10 how this aclllally happens and how Ihese praclices work

from the day to day standpoint of the Canadian praclilioner.
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CIIAPTER TWO

METIIODOLOGICAL FRAMEWORK FOR

AN INSTITUTIONAL ETIINOGRAPHY

Before considering an approach to research on multiculturalism, it should be

cmphasizcd that thcre is much perceived ambiguity in the literature in relation to the

defining of policy and for our purposcs here, this needs to be understood. ft has been

vigourously argued that the notion of policy is neither a fixed entity nor a concretely

understood phenomenon and that it has much ambiguity of meaning. (Guba, 1984; Prunty,

1984; Wildavsky, 1979; Yeakey, 1983). Egon Guba has argued that people's definitions

of 'policy' are within thcir own personal constructions and th us none can c1aim a tangible

realiti (Guba, 1984, 70). In my approach to a research methodology this notion of policy

as a phenomenon which is experienced - a set of assumptions which Guba terms "policy­

in-expericncc" (Guba, 1984) is of particular intcrcst'. In Guba's view, this notion of

policy becomes a set of assumptions which are borne out in people's experiences and

practices. These assumptions may not become immediately visible to people in their

everyday praeticcs, yet they are constant within their everyday world. Thus in applying

this approach to research which is eoncerned with multicultural policy, the objective is

not to examine policy as a formaI concept in a traditional sense (a positivist stance)3 but

more to explore how experiences and practiee within a multicultural setting work for

practitioners and patients. Such an approach is more properly concerned with how these
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practices work in daily talk and action within thc context of the local and broad relations

of the setting.

ln an attempt to gain an understanding of the experiencc of multicultural ideals

and the perceptions of learning and knowledge related to these ideals, 1 have undertaken

a research inquiry to investigate the perceptions of knowledge by multicultural health

practitioners and patients, the concerns that are most important to thcm and thcir

experiences in practice.

The primary focus of research is on how health practitioner and patient learning

experiences are organized in everyday health care practiccs, and what kinds of social

relations serve to genernte them.

The purpose of this chapter is to explain the theoretical principles for an approach

to methodology. In particular, the aim is to provide an understunding of the central tenets

for an institutional ethnography and ta present central epistemological and ontological

arguments for this approach to research.

Broadly, four central areas are addressed here: (1) the rationale underlying the

choiee of research questions; (2) the principles of phenomenology as important theoretical

contributions to the tenets of institutional ethnography; (3) the concept of 'renexivity' as

a central component of institutional ethnography and (4) the two essential processes with

respect to the mode of inquiry, talk and documentary data.

The rationa!e underlying the formulation of research questions in the present

approach to research takes a non-positivist and non-naturalist stunce which is specifically
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conccrned with questions about "how things work" and "how things are actually put

together" (Smith, 1987).

This way of approaching research is conceived within a framework described as

institutional ethnography. The central idea informing this approach is that personal life

experiences, in whatever contexts they are described, are embedded within complex social

relations which arc not always immediately apparent or easily articulated in the setting.

The approach draws heavily on the traditions of ethnomethodology and phenomenology.

AIl acknowledge the notion of a taken-for-granted understanding of the everyday world

and the idea that people rely on a set of "stock knowledges", and aIl acknowledge the

existence of multiple interrelated realities of intersubjective experience. It will be seen

that in this way of approaching research, inquiry begins with the subject as "knower", a

subject whose everyday world is determined and shaped by complex social relations

which extend beyond the immediate experience. In the same vein, the concept of

renexivity gives acceptance and full recognition of a self-conscious engagement of the

researcher with the world she or he is investigating. Moreover, "renexivity" positively

'refnul1es' reactivity on the part of the researcher from being a source of 'bias' to giving

full recognition of the researcher as an integral part of the research process and product

(Hammersley & Atkinson, 1983).

The fourth and final issue to be discussed is that of communication in relation to

an institutional ethnography. Two kinds of communication are discussed here, verbal

accounts and dOCllll1entary data. Here the approach to inquiry presumes these processes

as products of textually-mediated organization. That is to say that texts - talk and
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documents are products of complex institutional proccsses which structure and order the

everyday world of experience.

2.0 Research Questions

The research questions have been broadly designed to allow for an understanding

by the researeher of the ways in whieh a specific health population perccives and

experiences multiculturalism, and the concerns regarding knowlcdge of health care in this

regard that are most important for them. The focus of analysis is on the ways in which

members of a hospital community characterised by many differing cultural and immigrant

experiences, go about seeing, describing and accounting for their experiences. The

following researeh questions serve as a brmld guide to the study.

1. What are the perceived ideals/policies of the study setting in relation to
multicul turalism?

2. How is knowledge defined and claimed by patients and practitioners in a
multicultural health care setting?

3. What are the culturally related practice experiences of patients and health
practi tioners?

In the broadest theoretical terms, the concepts of cultural learning, health

practitioner knowledge and policy are approached here l'rom a non-positivist perspective.

These concepts are ail viewed as having their existence in a dynamic social process which

is embedded in the social organization of health care practice manifested in Canadian

multicultural settings. Knowledge and lInderstanding in this view, arc embedded within

dominant academic standards and within family, community and work relationships. The

effeet of such knowledge and understanding however, is manifested in everyday local
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practices. Il is within these defïnitions that ideals and practice experiences in relation to

culture are being investigated.

Il must also bc emphasized that these ideals and practice experiences are also

analyzcd within the broader context of he,llth care as a set of complex social relations.

ln lhis context morcovcr, thc notion of cultural leaming and practice experience, while

conccived wilhin a notion of thc Canadian multicultural policy idcal, also rcfers to culture

as an ideological mode of thought. Thus the distinct experienccs of heallh practitioners

and patients arc not vicwed as bcing generated only by multicultural experience in the

hospital, but also by thc idcological structures or ideas that underlie knowledge and

experience wilhin thc heùlth care system. This concept of ideology is derived from the

formulation by Dorothy Smith. As she puts it,

This production of 'ideas' or images are produced for others to
analyse, to understand and to interpret their social relations (Smith,
1975, p. 354).

Thus the ideals which practitioners hold, and the assumptions about their daily

work of caring for and treating patients, are produced for them in order that they may

understand and interpret what is happening to them. ln this way knowledge and practice

come ID be determincd within an organized set of social relations.

2.1 Principlcs of Institutional Ethnography

The purpose of this part of the chapter is to explain the central principles of an

inslilutional cthnography in order to support its choice in a study of multiculturalism and

health carc knowledgc and practicc.



•

•

34

The research approach is grounded in the social organization of knowledge, the

method of which is institutional ethnography. It is a Illethod which has been pioneered

by Dorothy Smith (1987) as a way of doing research in the social sciences. This approach

allows a bridging of the gap between micro-analyses and macro-analysis of society.

Taking individuals' ways of 'knowing' as a stal1ing point, an approach infomled by

institutional ethnogmphy allows both an understanding of the experiences of local and

particular events and also an understanding of the broader social relations within which

these experiences are embedded. The central aim of this method is explained by Dorothy

Smith:

The idea of an institutional ethnogmphy elllphasizes that the inljuiry is one
of discovering "how things work", how they arc aetually put together. The
notion of an ethnography lays stress on the project of being faithfulto the
actualities of social organization and relations (Smith, 1987, p. 147).

The emphasis in this approach is not to:

... tmnsfonn subjects into objects of study or Illake use of conceptuai devices for
eliminating the active presence of subjects. Its Illethods of thinking and its analytic
procedures must preserve the presence of the active and experiencing subject
(Smith, 1987, p. 105).

So, in the case of my study of health care, this approach takes as its starting place,

the ways of knowing of practitioners and patients, and strives for an underswnding of

these experiences in the context of the broader social and institutional relations in which

they are embedded.
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While there is a significant absence of documented research on the use of an

institutional ethnographic approach in relation to muIticultural health care in Canada, a

notable exception can be seen in the work of Joan Anderson (1985, 1986) in relation to

iIIness and health concerns of specific immigrant patient populations. Two such examples

serve to illuminate the way in which an institutional ethnography is used to understand

iIIness experiences in the context of complex social relations.

ln the first exampIe, in an attempt to underswnd the differential construction of

illness in the context of daily life, Anderson anaIysed and compared the experiences of

Anglo-Canadian and immigrant Canadian-Chinese families with a chronically ill child at

home. Beginning with the theory of a sociology or knowledge fornlllIated by Dorothy

Smith, which informs institutionaI ethnography, Anderson began with the argument that

immigrant families' subjective accounts of health and iIIness are rooted in complex social

and historicaI relations. This served as an epistemological guide to analysis. Six Chinese

and seven Anglo-Canadian families were interviewed at intervals of 4-6 weeks for 2-5

hours using audio-tape procedures and comparative field notes. Following analysis of

emergent themes in the data, the study revealed that the Chinese immigrant families found

the ideology of health services offered to them dissonant with their beliefs and values

around managing illness, and therefore were unable to understand the treatment offered

to them. Moreover, the disjuncture between practices of the families and those guided by

the dominant health care ideology actually led to a Iack or cooperation by the immigrant

families, and thus unsatisfactory treatment. Anderson noted also that health practitioners
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explained the lack of cooperation by the "obvious facts of cultural diffcrences", but

concluded that institutional 'ideas' (ideological knowledge structures within health care)

excluded the Chinese families from effective decision-making and participation in

satisfaetory heulth eare (Anderson, 1986, pp. 1277-1283).

The second eX<llllple of Anderson's research work focuses on the health status of

two groups of immigrant women and their experiences surrounding help-seeking

(Anderson, 1985). In an attempt 10 understand issues fucing immigrant women in their

everyday life, Anderson examined the subjective experiences of six Indo-Canadian und

eight Greek women, as these experiences were described by them from their own

perspective within the brouder social context. Open-ended interviews were tupe-recorded

and unulysis was derived from the perspective that subjective experienees of individual

members of society arc determined by the objective organization of society. The study

concluded that the iIIness understanding of purticularly, Indo-Canadian women, ure not

ulways addressed by health cure providers und the "the organizationul features of the

he'llth care system and the sociocultural distance betwcen women and curegivers influence

the subjective experiences of women" (Anderson, 1985, p. 74).

Most of the research by Anderson using an institutional ethnography approaeh hus

been specifically concerned with the meuning of health for immigrant women and chronic

iIIness management. This work has illuminated issues and problems that specific groups

of immigrant women huve to fuee which are located in historical, politicu\ und economic

contexts (Anderson, 1987, 1989, 1991). What becomes upparent in light of the preceding

accounts is thut illness experiences ure understood within an ideologicu\ process which
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orders and structures everyday subjeclive experiences. Moreovcr, thesc experienees are

not always conscious ones.

Dorothy Smith explains this further. She tells us,

We have the sense thatthe cvcnts entering our experience originale
somewhere in a human intention but are unablc to track back to
find it and to find out how it became and how il got further from
here (Smith, 1987, p. 87).

In this type of research then, the aim is to analyze people's ordinary accounts of

lheir experience, thcir interprelations of their experience and to explicate that experience

"in ways in which it passes beyond what is immedialely and directly kliown" (Smith,

1987, p. 87). The aim is not to exp/ain behaviour but to explain the social relations of the

experienced world. As Dorothy Smith puts it:

Rather than explaining behaviour, we begin from where people are in the
world, explaining the social relations of the society of which we are a part,
explaining an organization that is not fully present in any one individual's
everyday cxperience (Smith, 1987, p. 87).

Taking this approach to research investigation begins with the subject as knower, a

subject whosc everyday world is determined, shaped and organized by social relations

beyond the immediate experience, which in turn is shaped by the intersubjective

experiences of that world.

In this way of doing research in the health care field we become aware that the

experience of health care for immigrants cannot be separated from the many other aspects

of their Iifeworlds: looking after parents in another counly; supporting families unable to

enter Canada Iike themselves; trying to get work without proper authorization; trying to

maintain 'illegal' famîly members; fear of refusai on return to their country; trying to
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make ends meet; trying to cope with differing political ideologies both in their home

country and in their Canadian lifeworld. Moreover the experience of health care

knowledge cannot be separated from altenmtive knowledges of trealment and cure and

from alternative views and realities on rehabilitation and health. What is meant by this

is that the everyday practiees in the hospital life of immigrant cOlllmunities eannot be

separated from other aspects of their Iife worlds. Thus doing research using the method

of institutional ethnography involves inlluiry into the everyday Iife experiences of a multi-

cultural society. Il is abo concerned with the wider social relations in health care systems

that determine and organise these experiences.

This approach to investigation aillls to explain everyday experiences by starting

with the subjective perspective of respondents and working to discover those practices

that organize experience in the everyday world. This type of research then, begins with

the description of everyday experiences of health practitioners and cxtends to the wider

soeial relations that organize knowledge and practice. As Dorothy Smith explains,

Inlluiry starts with the knower ... Aetivities, feelings, experiences
hook her into extended social relations linking activities into those
of other people and in ways beyond her knowing (Smith, 1991, p.
21).

Thus this type of research is concerned with the subject as "knower" in the

understanding of his or her Iifeworld, within an organised set of complex historical and

social relations. Il is this relationship between the underlying social relations and everyday

local understanding that is fundamental to thc mcthodological approach. Practitioners'

experiences of the knowledge that they have aClluircd through formai cducation and

through the various ways of learned phenomena, are cmbedded within complex relations
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of the educational process. ln this way the method of focusses not only on the seen and

objective factual entities of the social world but also on past, or beneath the surface social

relations and life understanding unique to the individua!. Roxana Ng and Judith Ramirez

describe the process of analysis in this approach to inquiry:

Analysis proceeds on the understanding that the subjective experiences of
individual members of society are determined by and are part of an
objective organization of society. What people may experience as
inexplicable ... (arises) out of a context, in an objective social organization
which is discoverable although not immedia!ely visible (Ng, R. & Ramirez,
J., 1981, p. 18).

The social organization which is manifested in the experience of the everyday

world may not become immediately apparent to infol11mnts such as practitioners and

patients, and they may not be able to consciously articulate that their experiences are

rootcd in complex historical relations. Moreover, these relations may constitute a form of

'observed' knowledge by informants. Nevertheless they exist as ideological processes as

organized ways of knowing, which order and dominate people's thought. The focus of this

approach then, is on the factual or concrete content of practitioners' accounts, but more

on what is termed as taken-for-granted understandings.

2.3 The Phenomeno!ogy of Alfred Schutz: The Common World of Experience

It is perhaps important to understand what is meant by taken-for-granted

understanding, since this notion is fundamental to the idea tha! the social world cannot

be understood by the tenets of positivism or systematic science. The basic assumption is

tha! ail perspectives of the external world arc experienccd through the senses. This

assumption is rooted in the ideas of Edmund Husserr', later developed by Alfred Schutz.
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Husserl emphasized that humans operate in a taken-for-granted world which, while not

the topie of conscious reflective thought, ncvenheless shapes people's thinking. Moreover,

pcople presume that they cxpcrience and share the saille taken-for-granted understandings.

Thesc ideas which were huer elaborated on by Alfred Schutz and which infonn

ethnomethodology, presul11e that people act as if they live in a cOl11mon world of

experience and constnlct shared meanings. Thus we cannot measure the world as

somcthing objectively ordcred and separated l'rom our own Iifeworlds. As such, people

retain and share what Schutz tenns "stock knowledgc", which is not an object of

conscious reflection but rather an implicit sct of bclicfs and practices that arc silently used

by individuals as they conslrucl meanings and share in cach other's everyday world.

For the prescnt purposc, what is mcant by the lakcn-for-granted understandin~s of

health practilioncrs are not the objcctively secn facts or formai rules, values and common

definitions of practicc. Ralher taken-for-granted underslandings arc found in the conscious

and unconscious processes of constructing people's cveryday sense of reality. In fact,

'stock knowledgc' or taken-for-granted knowledge may in fact be infonnation that people

"silently work", to keep l'rom ljuestioning the formai, day to day issues in the everyday

world (Turner, 1991 J.

A rescarch approach using institutional ethnography necessarily includes these

theorelicalnotions of 'stock knowledge' or taken-for-granted understandings in ils invesl­

igalive pursuit. For example, nurses in contemporary health care seltings often lalk 10

each other about 'going back 10 school', a taken-for-granted understanding which affords

special ways of knowing. When a nurse says to another, ''l'Ill hoping to get my master's",
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the process of learning to which she is referring and the notion of nursing education is

c1early couched in an administrative process of decision-making known only to

contemporary nurses. The nurse doesn't fill in the gaps to other nurses. In fact her

utterance is incomplete to an outsider. But what other nursing members have is a basic

inner knowledge of contemporary nursing education - knowledge of a historical process

leading up to current political and educational concerns in nursing, and past and present

administrative priorities with respect to accountability and hiring procedures.

An analysis using an institutional approach takes the notion of 'stock knowledge'

or taken-for-granted understanding much further. There is agreement with the philosophy

of Schutz, on the premise that ail time perspectives ,lIld space perspectives eneompass the

everyday world which is within the circle of the knower (Smith, 1990, p. 53). There is

a similarly understood notion of 'knowing' within the sensed world of 'cxperience.

But what is significantly different in an approaeh using institutional ethnography,

is the fundamental premise that there is a socially organised presentation of time, space

and distance nnher than a 'locally embodied experience' (Smith, 1987, p. 58). For

example, Smith analyses on two levels, the micro-poli tics of an academic meeting at

which a paper was presented. In her analysis, she explicates the local organization of

subjectivity, or what Schutz tenns 'intersubjectivity' or constructed local meanings, as the

various 'housekeeping' pieces which attend to the organization of an academic meeting.

Issues such as where microphones ,Ire situated, how the discussion period is recorded and

confidentiality of panel discussions, are phenomena which can be observed at one level.

And at another level, there is the ,Icademic presentntion itself. The phenomenology of
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Schutz would acknowledge these two levcls of reality: the passing l'rom the local to the

'textual,' with the shift l'rom the 'local operative social rea!ities' to a detaehed objective

mode (the presentntion of the paper). His analysis would constitute two levels of

consciousness which exist paralleling each other: the presentation of the account as one

level of consciousness or reality, and the local cognitive personal account as the other.

Whereas the phenomenology of Schutz would argue this as a phenomenon of multiple

realities of intersubjective experience", an institutional ethnographic approach would view

the first reality (the inner workings of the meeting such as where the microphones are),

as the paramoulll rca/il)' which fades out of attentional focus. Analysis would then focus

not on the two phenomena as two separate but interrelated realities but as one reality •

the structural order of the meeting as a 'nested' reality within a socially organiscd

practice. Participants at the meeting are shifted l'rom a locally organized world, a taken·

for·granted world, to a theoretical world (the world of fonna\ presentations). An

instittitional ethnographic approach would focus upon this reality of stock knowledge and

its relntionship to the soeially organized praetice of academic discourse.

Following on with this idea, a data excerpt l'rom my study taken l'rom a meeting

which the researcher attended illustrates the way in which one reality, 'the paramount

reality', is embedded within another complex process. Here we are observing a committee

meeting in which the primary agenda is to design multicultural objectives in a large

hospital:

Chair: 1 know we ail have a very tight schedulc so 1'111 going to try and
finish our agenda before 3. 1 hope we don't get any more interruptions
(laughing in room) on the phone this week. Weil today 1 asked K to
present to us some of the things that are being done at X hospital. So 1
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think we could star!. 1 see there are sorne nice goodies they sent from the
kitchen and 1 think if anyone wants coffee it is coming very soon. Anyone
herc who did have lunch'! (Iaughing). Did anyone have lunch'! WeIllthink
we should star! with K. S has offered to take minutes, so that lets us off
the hook for today (Oetober 1992).

Analysis of this data excerpt using an institutional ethnography allows us to see

that K's presentation is an integral reality in the meeting, but it does not fully belong to

what is actually happening at the 'occasion'. It exists as a separate reality or a separate

"wc" to the local reality which is defined by the incidental pieces, such as the "sehedule"

and "time constraint" concern factors.

The "now' of the perceived ineidental pieces such as food from the kitchen and

the taking of minutes, are disengaged from the "now" of the formai presentation. But what

the Chair of the committee knows and what the commiltee members know, is that the two

aspects of "we" as committee members are not separate. An institutional ethnographie

analysis would argue that K's presentation "establishes a transition within and from the

local order into an extra-Iocally organized provincc of meaning overriding it" (Smith,

1990, pp. RO-R 1).

Thus we n~ight say that the form of the meeting, the presentation, overrides the

underlying, "hidden" issues of time management, strcssed work schedules - aIl of which

fall within a complex set of administrative relations controlled by blldgetary

considerations managed at provincial and federal government levels.

SlIch activities, tasks, relations and intentions are not always apparent to

participants as such in the concreteness of the everyday world, yet they are often taken

as a 'given' by people. They are not defined as 'stock knowledge' or taken-for-
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grantedness but, as can be seen in the example of tl·.~ multicultural committee meeting,

these 'stock knowledge' experiences are embedded wilhin Ihe account of the meeting.

Health practitioners for example, are able to relate to experienccs which hold

within them a social embeddedness relating ta time - accountability and budgetary

requirements which must form an integral part of their knowledge in caring for patients,

but which are not part of lheir actual descriptions la the researcher. One particular

example of this phenomena can be seen in Ihe work of nurse praelitioners in outpatîent

clinics where there are large volumes of p:niellls, many of whom ure from differing

cultural backgrounds and who must undergo strange and unfamiliar procedures. Here, if

we look at an example from the talk of nurses, we see that "care" is constituted within

a 'time frame'organized by a western scientific modcl of care which in turn constitutes

accountability to budgetary, accountable tasks.

Interviewer: How does it work wilh sa many patients at one time and
from so many differing cultural backgrounds'! How does it work for you'!

Nurse: Weil yeah, if 1come out of endoscopy, there it's ail diagnostic and
its important (to) get rolling with the numbers - the next patient and the
next patient ... get the p:nient ready ... Let's get the vitals, do the 'stats'?,
bloodwork, E.K.G. and that's it.

And later:

You get really frazzled ... you need more equipment, more spacc ... can
only deal with what's necessary (laughs). Chalting with the patient, weil
(laughing) that has to stay in the cracks (January, 1993).

These accoullls ean be understood in different ways. They may be taken as

evidence of a keenness ta get on with the mos! fundamental and basie tasks of care or to

deal with what is mosl vital for the patient. This is a view eonllllonly held by nurses. But
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nurses are also aware of the circumstances of 'accountable care', which fall within the

time managed conditions. Within these time managed conditions, instrumental tasks such

as doing the vitals, lhe EKG and the technical procedures must have measurable outcomes

which can be heId accountable. This condition of accountability, has a significant impact

on the working practices within the health care environment and thus on the priorities

which often delermine care. It is a vital factor in delennining budgetary decisions at both

the local instilulional and government leveI. Similarly, in the context of historical

relations, working conditions are determined by such factors as the rationale and

justification for health care deficits and budgetary ret]uirements. This means that nurses,

although knowlcdgeable and well-praclised on the kinds of skills which 'fall between the

cracks' in a routine clinic day, must situate their carc so that lasks such as arranging for

the EKG or the lab work can be rendered accounlable. While nurses know this as a taken­

for-granted feature of their work, it is not immediately focused on in their experience.

Thus this process of showing the relationship between people's experience and the social

and historical process within which it is embedded, is central to an institutional

ethnography.

ln the next section of this chapter, a discussion of the concept of reflexivity will

be presented. This concept is particularly important in view of the discussion to this point

since it deals with the important issue of the relationship of the researcher to the subjects

he or she is investigating as one important feature of the research int]uiry.
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The Concept of Reflexivity

Hammersley and Atkinson (1983) have in their theorctical analyses of

•

ethnography, presented some useful theoretical distinctions bctwcen the naturalist

perspective on ethnographic slUdy and an approach to ethnographic rescarch which

acknowledges the concept of reflexivity. One of the problems with doing ethnographic

work and tuking a naturalist perspective they argue, is that its primary goal is restricted

to pure description; moreover, the approach assumes a fonn of objeetivity whieh is

closely related to an approach informcd by positivism. This form of objective rcasoning

occurs within the actual proccss of describing dlila by the researcher, and thcy argue that

the researcher rather than accepting herself as 'knower' in the research process, is

required to treat the phenomena as anthropologically strange even when the 'culture' is

familiar to her. Hammcrsley and Atkinson explain:

Ethnography exploits the capacity that any social actor possesses for
leaming new cultures and the objectivity to which the proeess gives rise.
Even when he or she is rcsearching a familiar group or setting, the
participant observer is required to treat it as 'anthropologically strange' in
an effort to make explicit the assumptions he or she takes for granted as
a culture member. In this way the culture is turned into an object available
for study (Hammersley & Atkinson. 1983. p. 8).

The prob1em with this naturalistic approach to ethnography is that it assumes the

possibility of separation of the researcher from her data and the fcasibility of doing

description 'without inferences' (Hammersley & Atkinson, 1983). Moreover, it restricts

the research enterprise to the level of description of surface features of the setting. Thus

in setting out to study health practitioner' experiences of health care in a Canadian

multicultural hospital in Eastern Canada, even as a knowledgeable nurse practitoners. 1
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would have to begin with the assumplion that there are no relevant political factors

involved, no relevant federal or provincial issues of language concern and no issues of

budget allocation and administrative control.

ln the naturalist perspective, the beginning assumplion is made thatthe researcher

has a different method of seeing the world to that of informants and reality would be

distorted if they check their views with each other. Thus, in this method, as a nurse

researcher, 1 would ask people about lheir views on education and their perceptions of

Iearning and practice. 1 would engage in a conscious process of eliminating that

knowledge which 1 already possess as a nurse educator. If a nurse tells me that she is

hurrying to get her procedures completed so thm she can gel to coffee on time, 1 must

simply describe that, without drawing on my own understanding that her procedures are

scientifïcally accountable and must be documented before unit rounds are done, when

important patient decisions arc made wilhin a particular social process.

Thus the naturalisl approach assumes a dichotomy in that it conceptualises science

and common sense in different ways. The researcher becomes separate in an attempt to

eliminate his or her lifj"CCIS on the research. The researcher standardizes the social world

and lhe infonnant direclly experiences il. Thus this approach closely resembles many of

the central tenets of positivism.

The resolution of this dilemma is found in the concept of reflexivity which

recognizes that we are part of the social world we study (Bali, 1990). Hammersley and

Atkinson argue:

This is not a malter of methodological commitment, it is an existential
facto There is no way in which we can escape the social world in order to
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study it; nor fortunately is that neccssary. We cannot avoid relying on
cOlllmon-sense knowledge nor, often can we avoid having an effeet on the
social phenomena we study (Hammersley & Atkinson, 1983, p. 15).

The concept of reOexivity reframes "re:lctivity" on the part of the researeher from

being a source of bias, to being an integral piece in the research process, which must not

only be seriously considered but also 'exploited'. Just as the notion of subject as 'knower'

becomes a starting point in an institutional ethnography, so must the researcher as

'knower' become a fundamental part of the joint production of the speaker and hearer

within the research process. Halllmersiey and Atkinson explain this further:

The fact that behaviour and attitudes are often not stable across contexts
and that the researcher may play an important part in shaping it, the
context becomes central to the analysis. Indeed it is exploiled for ail il is
worth (Hammersley & Atkinson, 1983, p. 18).

ln this way of approaching research and in fully recognizing the concept of

reOexivity, research undertaken as a 'knower' of health care practices and of the everyday

world of hospital life. necessarily includes a self-conscious engagement with that world.

As a nurse, my reOective involvement with practitioners will involve myself as 'knower'

in the clinical milieu, as 1 know and understand il. As 1 interpret people's accounts, 1

know that 1 think as a practitioner, use similar language and understand many c1inical

practices. 1 am also aware that 1 am viewed by informants not only as a 'knowing'

researcher but also as a nurse teacher. What is advantageous in this way of approaching

research is that since 1think like a practitioner, certain sets of data are made readily more

available, both in that which 1observe and in that which is presented to me.

Stephen Bali (1990) defines reOexivity in this regard as a consciously thought out

process by the researcher whieh provides rigour in the research process. He tells us:
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This self-consdous engagement with the world is what defines the process
of ethnography. In microcosm, such engagemcnt allows the researcher to
connect the processes of data analysis and data collection. Il also provides
the possibility of technical rigour in the ethnographie process. The basis
of this rigour is the conscious and deliberate Iinking of the sodal process
of engagement in the field with the teehnical processes of data collection
... 1 cali that linking reflexivity (Bali, 1990, p. 159).

Thus however effective an 'external' interviewer might be at getting praetitioners

to describe their views on education and learning in relation to multicultural patient heallh

practices, the fact that l "know" the common-sense meanings which are necessarily

embedded in their accounts, allows special fcatmes of data exposure which 1 am

privileged to acccss.

Let us consider this fonn of reflexivity in onc practitioner in my own research.

Here 1 am talking with a nurse about her work with a terminally ill patient and her

family:

Interviewer: What are the things thm arc most striking for you in taking
care of the family'!

Nurse: Striking'! Uh. well as YOIl kllow. 1 IlIillk we ail have Ihis problem
for a Sil/ri wil" gellÏllg 10 kllow Ihem amllhell I/llvillg to face Ihe ldea of
ollr OWIl death. YOIl lake care (!f Ihe palÏem alld gel 10 kllow them as
people bill ... yeh. 1 glless YOIl have Ihe feelillg YOIl kllow whal if il was my
YO/lIlg sister or Wl/lll if il was /Ile ... YOIl kllOlv what 1 /Ileall? (January,
1993) (emphasis mine)

This point of acccss is what Bali calls a deliberate Iinking of the social process

with data collection (Bali, 1990). The nurse knows that as a practitioner and teacher of

family therapy 1 have stock knowledge or a takcn-for-granted understanding about some

of the everyday world of working with people who are dying, and she makes this
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assumption of my 'knowing' this in her account, and possibly speaks more freely as a

result.

The concept of reflexivity also features as an integral parl of the on-going

interpretative proccsses, in thm il Illakes the assumplÏonthm people's accounts arc in fact,

accounts about accounts. This feature of reflexivity is explained by Warren Handel:

Ali accounts have a reflexive rclationship with themselves,
regardless of their content and regardless of the medium in which
the account is expressed (Handel, 1982, p. 35).

What is meant by this is that accounts cannot be taken Iiterally or treated in a

singularly logical way, since they establish what is accountable in the selling in which

they occur. Whether or not a praclÏtioner's account is correct by derinition of its reality

to others, his or her account defines reality for ail practical purposes in that he or she acts

on the basis of what is accountable in the description of the situation.

For example, nurses and family therapists do family assessments when a problem

in the family is seen to justify il. The accuracy of this account is effectively judged on

whether the family is hc1ped or not. Reuard/ess of the success of the interview however,

the probable success is accountable and it is (!lai judgement that people act upon. If at

SOllle point, the family doesn't respond to the practitioner's intervention, the practitioner

will decide that the probable success of the interview is not an accountable basis for

action.

Family therapy l'an be accountable when "in reality", therapy is no longer useful

for the family or the practitioner. The account provides the basis for action, a derinition

of what is real or normal, and it is acted upon as long as it remains accountable. Thus if
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health practitioners deline things as real, the delinitions arc real for them In their

consequences. As Handel explains:

Whatever the content of an account, whatever it seems to be about,
the effects of the aecount are to provide a definitior. upon which
action can be based (Handel, 1982, p. 36).

Thus the accourlt of the praclÎtioner about her family therapy interview establishes

what she believes to be "sound and proper" - that is, she establishes what is accountab1e.

ft is not that she is aware of 'accountability' as an issue in itself. She believes she is

delining her description for the situation - the norms for that family assessment rather

than attempting to reach a 'hidden truth' about it. The point is made by ethno-

methodologists that from the researcher's perspective, this awareness of how accounts are

delivered is an evaluation of what accounts accomplish from a researcher's perspective.

"We need to connect this assertion about the function of accounts with what the

researcher actually observes" (Handel, 1982, p. 36).

When health practitioners construct accounts of family interviews, they do it in

such a way that the accountability of care in tenns of success is presumed by the hearer.

They thus provide exprcssion for one of the most fundamental tenets of modern health

care - that when treatment is administered, it is presumed within an accountably perceived

notion of success and railur~. Warren Handel explains this:

Technically then, situations are made up of people's accounts, rather than
as the objects themsclves .., To understand how accounts work, we do not
neeel to know what is true in some final sense. Rather, we need to know
what is accountable or accepted as true (Handel, 19H2, p. 39).
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Thus a particular vision of reality is pUI forward. Rcllcxivc aClion in facl works

to maintain or uphold a belief, even whcn opposing infomlation would dcem the belicf

incorrect. John Turncr explains this process of maintaining a sct of bclicfs.

Even in the face of evidence that thc bclicf might bc incorrccl ­
even when the facts would seem to contradict a belicf. lhc facc to
face rituals uphold the contradictcd bclicf (Turncr, 1979, p. 410)."

An examplc of this form of upholding bclicf in thc facc of possible contradiction,

can be given from lhis researcher's work Wilh hcalth practitioncrs on the issue of

language translation in a multicultural institution. When health praclilioners talk about

"managing ok" with getting translations donc on a casual or "adhoc" basis, they make

explicit their vision of reality or norrn which uphold the "facts" of their belief lhat they

are "nmnaging ok". Even though, for example, the pcrson available to translate may be

unfamîliar with clinical knowlcdge or the panicular emotional cîrcumstances of a patient's

case, health praclilioners believe that paging over the hospital loudspeaker for "anyone

who can translate" constilules a 'normal' vision of reality. Moreover, when such a system

appears to work badly. the response or justification is "weil, we would need to cali again

for someone cise." Let us consider the following example from the talk of one

practi tioner:

Interviewer: How does it work when there are differences in language and
understanding between yourself and the family?

Informant: Actually, like, l'd say we have a prelty good system. Usually
you can get a famîly member to translate and rcally there is always atleast
one person in the hospilal who spetlks lhe Stlme language.

Interviewer: Can you give me an example?
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Informant: Sure, uh, weil just the other day there was a Greek lady who
di - had just been diagnosed with breast C.A. She didn 't speak any English
or French and her sister who came with her spoke a bit of English ...
Anyway, it wasn't reully a problem that way - we just ealled on the
loudspeaker and it was very fast, and we got an orderly from - unit and he
translated for us.

Interviewer: And he was able to translate everything'!

Informant: Weil yes, yeso Weil l'm not sure if he understood ail of the
case but it worked out okay and even if there was a problem, you know,
we eould '1lways page somebody else (Seplember, 1992).

The preeeding data exeerpt reveals how the 'reality' of the translation system is

sustained. The praetitioner's response to the 'problem' is reflex ive inthat it reinforces the

belief in the system, even though anolher reality may deem it incorrect. Even when

contradictory knowledge is illuminated, it is reflexively interpreted to nmintain a body of

belief and knowledge.

ln the next section of this chapter, discussion will be primarily concerned with two

essential features of an institutional ethnographic analytical approach to research: talk and

tex tuai processes. While reflexivity is not specifie.llly focused upon as an iIluminated

feature of these forms of communication, it will be seen thm it remains an integral

component in doing this kind of research.

Of primary conccrn in the discussion following is the notion that communication,

as it is manifested in everyday talk and textual processes, is embedded in a set of

particular social relations. Here we return to an earlier discussion on this idea, but give

emphasis to some essential Illethods of investigation: talk and doculllentary data.
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Talk and Documentary Daia

Central to analysis of people's talk using a method of institutional ethnography,

•

is the notion that sodal relations are present in its organization. The question then arises

as to how features of social relations may be found in the ways that infannants speak

while giving their accounts in the course of an interview. For example, we do not expect

or hear aeeounts of practitioners consciously describing the formai educational proccsses

which dominate thcir everyday practices, and yet their talk onen expresses these, just in

the ordinary ways in which they speak of their experiences." Dorothy Smith explains thal

this way of analyzing talk assumes that "the ways tenns are used in thcir original contexi

incluuing their syntactic arrangements, is controlled or governed by its social

organization" (Smith, 19X7, p. IX). Wittgenstein explains this approach further. Ile tells

us:

To understand a concept we must understand the raie it plays in an entire
system of social practices, for the speaking of language is part of an
activity or a form of life (quoted in Rubenstein, 19XI, p. 134).

Rubenstein (l9X 1) argues that Wittgenstein illuminates the fact that meanings in

statements must be understood and interpreted within the relevant social context. For

example, if a nurse practitioner says "( am busy", this cannot be seen as "brute data" since

her utterance is connected to what has been described by Wittgenstein as a kind of stage

setting - "a background of cultural beliefs and soci:11 practices" (Rubenstein, 1981, p.

135).

Thus if the researcher as knower is to follow the scnse of thc speaker as knower,

she must enter inta this mode of analysis. As researchers, we ask people to talk about the
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everyday worlds to which they l'ccl they belong. A researcher listening to the verbal

accounls of health praclilioners will hear the specific lemlS, vocabulary and syntactic

forms which arc derived l'rom a health praclilioner's world. Underslanding is based not

only on the actllal vocabulary specific to, for exal11ple, a surgical unit or an operaling

room. Il also depends upon knowledge of the social organization of the daily practices as

they are structllred and ordered in the local setting.

A number of stlldies have concentrated on conversational features of the use of

medical tenns. However, many of .these do not insist on analysis concerned with the

instilutionaI organization of the medical setting. For example, Albert Meehan (1981), in

a sludy of conversational features of the use of medical terms by ànctors and patients,

analyses the doctor-patienl relationship as one which is characterised by the ase of jargon

and medical terms, which he notes lhe patient does not initially understand. However in

his report, Meehan makes the chlim that through a comparative analysis of patients'

knowledge of 'jargon' with that of physicians, the patient is gradually brollght into the

use of jargon. He makes the point that since lhe patient gradllally cornes to use the jargon

or terminology, the doctor-patient relationship is ultimately a collaborative one (Meehan,

1981, pp. 107-127). What might be added, and what this report omits in its assumption

of a 'shared normative conception' of medical jargon, are the social relations within

which the conversation is embedded.

A similar study reported by Phil Davies (1981 J, focuses on the 'structuring' work

of an init:al conversational meeting between a upit psychialrist and a social case worker

in the assessmel11 of a young South·American patient. In l!lis work, Davies is concerned
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with the 'Iabelling' of the patient as a 'cultural problem', He secs this as an instance of

a pervasive procedure whereby a sense of order and intelligibility is established in routine

c!inical talk (Davies, 19X 1).

The analysis of talk by Davies is primarily concerned with the notion of labelling

or categorisation and how this structures the psychiatric interview, and th us orders

activities. This perspective c!osely follows the central tenets of ethno-methodology in

illustrating what Schutz would detel1nine ,lS two separate sets of consciousness or two

separate realities. Again the preceding analysis of talk with respect to an approach

infomled by institutional ethnography, would be that thc frame of the talk would be taken

further than its initia! analysis. Thal is to say that thc notion of categorisation in "talk"

would be taken to be a feature of social organization, such as within the fonnal education

po!icies for physicians for example. In both cascs, hcre the researchers Illight then add

that the 'accounts' ,mder study arc in fact, accounts about accounts.

A c!oser resemblance to institutional ethnographic inquiry can be seen in the work

of Paul Atkinson. On the basis of fieldwork observation and interviews in hospital

settings, Atkinson argues that medical knowledge is reproduced and given its own reality

by the direction that medical talk takes in the process of bedside c!inical instruction.

Following his own field \York analysis of dialogue between medical sllldents and

educators, Atkinson shows how 'talk' between physician educators and students is socially

organized, achieved and managed. The point is emphasized that the 'reality' of the

educator is reproduced through the process ofbedside tcaching talk, allowing the c!inician

to become commitled to a unique 'faith' which Atkinson terms 'a kind of ontological
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epistemological individualism'. Thus there is a definite distinction evidenced through

'talk' between 'visible' and 'invisible' pedagogy, in the manner by whieh the transmission

and reproduction of knowledge arc accomplished (Atkinson, 1981, pp. 116-121).

Thus in a study which explores the cultural experiences of practice by health

practitioners in a health care setting, knowledge of the social relations which lie within

the practitioner's account is an important aspect of the research approach. One of the

difficulties, if the researcher does not possess or acquire a knowledge of these social

relations, is an interpretation which directly follows the 'factual' account of the informant.

An example of this can be seen in the following excerpt of talk between myself as the

interviewer researcher and another practitioner:

Interviewer: Yesterday we talked a lot about the idea of 'cullUrally
sensitive learning' within the hospital and 1wondered ifyou couId give me
some particular exmnples of the way this works out for you during your
day'!

Nurse: Weil, l'm not sure 1can give you a particular example, but 1know
that the culture of the patient is important to assess. 1 mean 1 think you
should always incIude it when you do the nursing data base.

Interviewer: I-Iow often are you able to do the nursing data base?

Praclitioner: Weil if you have a short-term patient, it's more difficult but
actually we do the data base on most of the long-term patients.

Inlerviewer: And cultural assessment - how does that work'! (October
1992)'"

Regardless of the various l11eanings which may be attributed to the preceding

dialogue, the teon focused on in this instant by the researeher was cu/wra/ assessmem.

In the course of data analysis a record was made of the ways in which cultural concerns

were evaluated by the practitioner. Phrases cmergcd in the data such as 'open-ended
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assessment', 'problem-solving strategies' and 'culturally delïncd cvaluation' \Vhich \Vcre

compared with accompanying documcntary data. lt was claimcd that 'cultural asscssment'

was used in conjunction with a data base to determine the nonns, valucs and beliefs of

the family. It is evident l'rom the way l, as a rcscarcher, approach the data, that 1 am

assuming (along with the nurse 1 am interviewing), the theoretical rationalc of science-

based language as " universa! perspective which presumes one ail encompassing \Vay of

understanding cultural care. 1am embodying the intercsts of an ohjective, rationalmethod

by 'describing' reality as ifit were the only 'normal' phenomenon in the evcryday world.

And so what becomes evident l'rom the way 1 approach the data, is that 1 am assuming

an ideological fonn as a method of doing research. 1n doing so, 1omit knowledge of the

social relations which are an inherent part of the infomlal1l'S accounl. Instead a

'conceptual organization' is comprised by myself and the nurse 1am interviewing as tlle

analysis of the data and thus events come 10 be explained within that contexl.

Dorothy Smith explains how this process works in such a way that it is not always

visible to those working within an "abstracted mode of scientific province". She tells us:

The theories, concepts, and methods of our discipline claim to be capable
of accounting for and analyzing the same world as that which we
experience dircctly. But these theories, concepts and l11ethods have been
built up out of a way of knowing the world that takes for granted the
boundaries of experience in the same medium in which it is constituted
(Smith, 19R7, p. R5).

Thus when we look at thc previous data account of the nurse's and my experience of

'cultural assessment', we sec that this joint assumption of the realities of theories,

concepts and methods arc deeply embedded within a particular 'extra local' science-based

nursing or medical reality. Both the nurse 1am interviewing and myself take-for-granted



•

•

59

Ihat such a rcality lics singularly wilhin our 'boundaries of experience' and we do not

question Ihe history and praclice experiences within which our utterances are rooted. It

is a parI of our jc,:nt sense of nursing professionalism which is rooted in an 'abstraeted

mode of scientific province of meaning' and which is not immediately visible to us.

2.6 Formai Documentary Data and Social Relations

The use of l'annal documentary evidence as a source of investigation forms a

second essential component for an inslilUtional elhnography. Here the analysis follows a

different route to Ihat which is associated with textual analysis.

In the approach laken by an institulional ethnography, the interest is not so much

with the actual tex!. It is more concerned with what is temled textually mediated

organization (Smith, 1987). The primary focus is not placed on evaluation of texts as

'administrative lools' and it is nol intended to relate to questions of organizational

competency or incompetency. What textual analysis infonned by institutional ethnography

can achieve here is 10 demonstrate how fonnal documentary data contributes to the

organization of Ihe everyday world of practice. Thus the emphasis is not so much on what

the words in the text mean, but ralher with how people 's daily lives are mediated through

the process of documentation. Dorothy Smith explains this further:

The investigation of texts as constituents of social relations offers access
to the ontological ground of institutional processes whieh organise, govem
and regulale Ihe kind of society in which wc live, for these are to a
significunt degree l'orins of socielal action Illediated by texls. Bureaucl1ley,
professional and scielllifie discourse are in vurious ways dependant upon
texlUal cOllllllunicalion (Smith, 1987, pp. 121-122)."
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My concern here, for the purposes of analysis, is that in the everyday world the

text or document is often not seen as an active part of organizational construction. People

become routinely attached to the paper work, and beCûme habilllated towards filling in

the form or in the case of praetitioners, completing the data base and progress notes or

making sure the history is complete. This process of 'routinization' pervades the act of

using the text and does not immediately invite 'questions about 'routine use' as a topie

in itself.

If we consider the evcryday experiences of health care practitioners textual

organization forms an integral part of their aetivities. ln the day to day routine of clinie

and ward life documents are an active part of getting things donc: patients complete forms

for admission and discharge and consent for treUll11ent; practitioners complete churt

documentation, memos, procedure and policy data. The dceul11entary process is pervasive

and totally engages ils participants. Practitioners in faet do often sec the text, the

'charting' and fonn IïIling, as jobs which are 'unnecessary' and lhings which are

'replacing patient care'. They do question the usefulness of so l11any documents. But they

see this within an organization of 'local' happenings rather than within a broader

organization of complex social relations. If you question a practilioner either a nurse or

a physician, about 'charting', they will often tell you that it's an unneccssary chore or a

hindrance to gelting on with other dimensions of patient care such as understanding

cultural concerns with care. Yet these same people would readily engage in the

organization which deterl11ines and orders routine documentary practices.
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Thus lhe melhodo!'Jgical approach here is concerned with the "active ways in

which lexts organise relations within textual discourse both with respect to how local

happenings arc enlered into its interpretive practices and how its social relations are

organized" (Smith, 19H7, p. 122). This approach to documentary study treats the text as

social producls rather than simply as a resource (Hammersley & Atkinson, 1983, pp. 127-

143).

Using this approach, Ihe researcher is able 10 join with, understand and ana1yze

the 'interpretive' praclices thal went into the making of the text as a socially organised

production. An example of this type of documenlary analysis can be seen in the work of

Marie CampbeIl and Nancy Jackson in their work on the learning process of student

nurses wilh respecl to nursing care plans as textual examples of accountable care. They

show how the production of paper work in the fon11 of nursing care plans is a major

preoccupation and a primary resource for nurses to "achieve accountable care". They

report:

Students Jearn 10 recognize and reeonstruct from the resources of
their c1inical experiences the orcier ret]uired by the plan or model
that is meant 10 guide their praclice (CampbeIl & Jackson, 1992,
p.492).

The COl11I1lUnication and action which are achieved in this way are a fotm of

socially org.mized praclice. Il is not that such actions are totally irrelevant, when nurses

write their reports; they may write them with a well-intended reporting procedure. But il

is argued thal such 'lexts or 'documents' must be seen not as literaI accounts of activity

onlhe unit, bul as accounts which constitute a dOClll11enlary reality for practitioners which

renders their work accountable.
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The point 1am making is that as practitioners our 'knowlcdgc is ideological'. Wc

(lttach to a 'truth' of hard facts a fixed externat reality which is viewed as universal and

to which we assume we are responsible. Our pracliccs arc the resull of this knowlcdgc

and are immediately visible in the production of dOClimentary 'facts'. Yet thesc samc

practices also represent an entirely separate set of interests and values which are not

immediately visible to us. Within the rigid framework established by sciencc-based

principles, rewardable practice constitutes an adherence to a fixed documentary reality,

which immediately situates itself within the everyday common-sense of patients and

practitioners.

2.7 'nfomml Doculilentary Data and Social Relations

The preceding discussion has argued for an interpretive approach to analysis

infonned by institutional ethnography with respect to 'fonnal' textually mediated

organisation. The distinction between fomml and infonnal documentation is perhaps an

artificial one if we arc considering analysis l'rom the perspective of documents as part of

a 'socially organised activity'. Still, there are 50me specific feature5 of analysis that arc

useful with regard to what is orten temled the "invisible" processes within texts (Andrew,

1985; Atkinson, 1988).

Health care practitioners draw on a wide range of documcnts which are often

infonnal in nature. By this is meant the 'extra' papcrwork which in fact may be perceived

only as a fragment by practitioners of formai and more visible documentary practices.

These fragments arc orten evidenced in the l'mm of memos, drarts of minutes, informai
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lime schedules, casualnotes, and in faet eonstitute another level of documentary data. An

excellent example of this 'other' kind of data can be seen in the work of Bruno Latour

and Steve Wooigar, where they describe the process of anthropologieal observation in a

scientific laboratory. They argue that formai proccsses sueh as questions to scientists and

analysis of finished research reports yield Iimited data and that one must go beyond these

fealures to some of the taken-for-granted aspects of the scientific everyday world. Making

sense of a writin research repon in a scientific laboratory has 10 take into account draf!

reports of experimental work, the vast number of research documents that are left unused

and scribbled notes ail of which contribute to the finished research report. In the

following account they describe the appearancc of the 'lab' which reveals these secondary

fealures.

Il is as if two types of literature are being juxtaposed: one type is printed
and published outside the laboratory; the other type comprises documents
produced within the laboratory, such as hastily drawn diagrams and files
containing pages of figures. 13eneath the documents at the centre of the
desk lies a draft. Just like the drafts of a novel or a repon, this draft is
scribbled, its pages heavy with corrections, question marks and alterations
(Latour & Woolgar, 19H6, p. 47).

What this reveals for the purposes of discussion here is the notion that infomml

'texts' arc un important, a view which is often shured by health practitioners in their

everyday world. Yetthis myriad of subterraneous activity comprises a hospital subculture

l'rom which valuable infonnation can be obtained. ln an example taken l'rom this writer's

own research, a series of draft copies of a report on multicultural objectives for the

hospital revealed dilTering features l'rom thOSl' \'!hich appeared in the final repon. Earlier

drafts revealcd allentionto cultural objectives which were concerned only with the patient
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population but through the process of modilïcation of four or five draft copies of

objectives, a final report considered the knowledgc and concerns of the practitioner

population also.

Often the informai reality of documentation is illuminated in the work of

examining historical sourcr.s. Alison Andrew (1985), in her analysis of historical evidence

on working class education in 19th century industrial Britain, illustrtltes the way in which

ambiguous accounts, historical gaps and unanswered lJuestions C'1Il yield hidden or

beneath the surface information. She describes how starting with a broad notion of formai

education helped to uncover 'fragmentary', yet vital infonnation. These examples

underscore not only the usefulness of examination of ambiguous accounts and historical

gaps or silences in textual data, but they indicate a "selective" process which cannot be

t]uantified. In other words data of this nature produces alternative definitions and it

becomes possible to interpret ambiguities and silences in the light of texttlal processes

which serve to articulate everyday practice. In a similar process, the research approach

undertaken here aims to explain the experiences of nurses and physicians l'rom their

standpoint in the everyday world of hospitallife. This research begins with the description

of everyday experiences of health practitioners as "knowers" of their world and extends

to the wider social relations that organize their knowledge and practicc.

2.8 The Research Setting: University Hospital

This ethnographic study was conducted in a large university, multi-ethnic teaching

hospital in Eastern Canada in live clinical speciality areas. l'rimarily these involved a
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general surgical unit, a terminal illness unit, an oncology active treatment day unit, a

psychiatric outpatient unit and a community outpatient clinic. lt is important to know that

many of the health practitioners and patients who work and receive care in these

environments, describe themselves either as immigrants or first generation Canadians, and

therefore as people who often have first hand knowledge of the immigrant experience

through family or local comll1unity relationships. This population reflects the hospital

community at large where there are about fi ftY different dialects spoken, aside from

French and English.

The hospital setting has a reputation for high educational standards and medical

research oriented clinical practice. For example, a particularly high priority is placed on

cardiac transplant and kidney transplant surgery. as weil as on experimental cancer and

AlOS research. The present research focused on hospital units with surgical nurses and

patients; cancer care patients, nurses and physicians; community clinic nurses, patients

and physicians; and nurses and physicians giving psychiatric care.

ln total, these units serviced several thousand patients each month and were staffed

by approximatc1y two hundred physicians and nurses - a number of whom were joint

university faculty members of medicine or nursing. In addition to, and as part of

university affiliation, ail practitioners had access to on-site teaching and research

seminars, unit rounds, hospital lectures and conferences regardless of their area of

specialisation and level of expertise. The hospital had just begun a process of assessment

with respect to the learning and pmctiee needs of ils multieultural client population as part

of a broad level provincial mandate to assess multieulturalis1l1 in major health service
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settings. The stated objective of the government mandate was to delennine the extenl 10

whieh health institutions were addressing the needs of an increasingly culturally diverse

population. The Illelhod of progralll review was chosen by Illeans of the crealion of a

Illulticultura\ task force which cOlllprised Illultiethnic IllUlli-specialty representation.

2.9 The Research Process

The field work for this study was completed wilhin a period of len months. As a

result of my previous experiencc as a nurse and an educalor, 1 had been provided with

extensive knowledge which allowed Ille the privilege of becoming an understanding

participant in this research. ft also provided me with a preliminary ground for a working

knowledge of the relations between the hospital and the Ministry of Health and the

Secretary of State. This knowledge, and my ability to undersland and relate to

practitioners as an experienced nurse e1inician in the setting established illY credibility and

trustworthiness as a researcher. This was an illlportant and vital component of the research

in what might be perceived as a sensitive multicultural e1inmte of health care.

[n this conlext, data gathering specific to the research was knowledgeably focused.

[ conducted interviews with Illany people who had direct knowledge of both the hospilal

and the learning needs under study. This ineluded ,Idlllinistrators, physicians, nurses and

patients at University Hospital as weil as representatives of Illnlticultural cOlllmunity

organizations both in the study setting and in the local comlllunily. [ interviewed hospital

ombudsmen, officiais working for the Secretary of State Oflïce of Multiculturalism, as

weil as a multicultural hospital coordinator outside the research setting, who held many
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years of experience in the development and implementation of a multicultural hospital

program. Ali interviews were open-ended and in-depth. Ali were tape recorded and

transcribed. In total 50 interviews were conducted.

In addition to interviews, 1 observed and sometimes recorded a number of

meetings including unit teaching rounds, in-service teaching sessions and a multicultural

task force meeting. Throughout the period of field work, 1 studied documents related to

health care learning and practicc, in particular, documents related to course design and

implementation, working documents of the multicultural assessment process and

documents relating to multicultural policies of provincial and federal governments. In

addition, fornlal documents relating to everyday infonnation on clinical practices were

studied such as patient records, nursing care plans and treatment plans.

1started from the position of researcher as 'knower' (Smith, 1987). This assumes

that the researcher is in a subjective position, and is considered integral and essential to

the overall research proccss (Anderson, 1991; Atkinson, 1982; Smith, 1987). Thus 1began

in a reOcxive position, as 'knower' of the world of c1inical life and practice, and 1 was

also ablc to rely on a very specific inside position in the 'social world which 1 was

investir .. ting' (Smith, 1987).

My fOl111er praeticc as a nurse gave my research direction using my own

knowledge of the environment - my experience of working with what seemed to be a

tension between the knowledge and rractices 1 was using and what was being organized

around me. Thus 1 rel]uired a researeh method that went beyond a full or a fuller

description in the phenomenologieal sense of people's experiences. 1needed to extend my
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inquiry to the broader social relations lhat organizcd thosc espcrienccs. 1 wantcd to locate

those esperiences in the contest of multÎCulturalism and health care. Thercrore it was

necessary to create an analysis lhat would inslruct our everyday knowledge of how

multÎCultural health care works in esperience in relation to what is fonnally known. and

how what is fonnally 'known' is organized.

Having taken the view that wha! palients and hcalth practilioners do is organized

within a comples set of practiccs which are emhcdded in the intrieacies of health care

relations, there are many issues to be examined. How for esample, did patients,

practitioners and administrators experience the disjunclllre in thcir everyday work between

the reality of needing something different in tenns of administering culturally sensitive

health care, and work expectntions within fonnally sanclioned health care paradigms.

Thus 1 wanted to work with managing an in-depth understanding of, what Dorothy Smith

terms, reflexive knowledge Ihrough practitioner and patienl constructed accounts of how

thing:; come to work for them

The task underlying the research process was Ihus to engage in "building inquiry"

(Smith, 1987). The aim was to build on the perspectives of people in their daily practices

to see not so much what was seen and experienccd in a fonnal sensc, hut especially what

was known and practised in a less visible, less formai sense. How did people express

themselves and make sense of their accounts in the way that culture/health care works,

for example, so th al what is seen as "working" for them fits inlo the legitimate ground

occupied by formai heallh care.
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The actual data collection proccss underwent three phases: Early on, there were

talks, informaI interviews such as casual hallway convcrsations with people from a variety

of work backgrounds in the sllldy areas. 1 listcned to nurses, physicians, people in

housekeeping positions, orderlies and workers of plant services. 1 would ask them for an

account of their experienccs and how people had spent their day.

From these accounts 1 was propelled by clues that emerged which came to be

questions, ahout learning regarding cultural understanding. 1 wanted to know how

knowledgc was gained and then, about strategies for making practice decisions around

cultural care. How did these work and how were they made to work? The second phase

of the process was brought about by the knowledge 1 gained from practitioners and what

1 understood in mysdf as the jointly agreed upon construction of accounts. This led in

turn to the need to talk to patients as first hand knowers of the care they received.

Patients' experiences of their 'clinical' day were then tape recorded, noting in particular,

issues of 'cultural understanding'. 1 lislened for issues of tension as 1 heard what was

being said, for whom and how it was said. Patient accounts were followed with an

examination of their charts, progress notes and records noting for whom chart

documentation was instigated, how, when and for what particular purpose. 1 looked for

omissions in documentation in an attempt tounderstand what 1 most needed to know. For

example, one patient related her hospital experiencc of illness and treHlment in the fonnal

sense, but 1 ohserved lhat she hall omitted to tell her caregivers that she was receiving

concurrcnt alternative rcmedies from a Chincse doctor. This 1 observed as a point of

tension .
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Following these initial interviews with patients. a further phase of interviewing

developed from clues. and thus questions gained by their aeeounts. Eaeh new contaet was

arrived at by a specifie piece of information derived fromthe previous contact. There was

not an 'objective' selection of a sample. 1 worked and rclied uron what Smith calls the

stance of researcher as knower (Smith. 1987). For example, some rractitioners talked

about needing to personally modify the orthodox understanding of treatmcnt planning

which in lUrn, introduccd me to a line of inquiry about approachcs to treatment and carc

which 1 knew were administered in addition to standard carc regimes. 'Clues' then

eventually became a ~eries of connected themes, which werc then devcloped into

illuminated, inextricably interwoven pieces of a whole - in the scnse that a process of,

what Smith (1987) describes as 'mapping out' (Smith, 1987) emerged.

1 noticed that what constituted fo.-nml recognition as a health practice, or was

prioritized as an important educational practice, was also usually fmnly linked to clinical

practice and research priorities in federal and provincial health mandates. These

observations were informed by and infomled my emerging use of this "mapping out"

process 1 was anle to link the central theoretical tenets of Dorothy Smith 's Sociology of

Knowledge, Michael Polanyi's Philosophy of Knowledge. and the work of Arthur

Kleinman. And within this interchange of method. thcory and data it became increasingly

evident to me that the way that care was learned and practised was firmly embedded

within a discourse that made sciencc-based care highly visible and 'nomnalised',

prioritized, and ultimately legitimized as a way of thinking about everyday hospital life.

1 began then to see the way in which people wllrked in the language, bcliefs, and
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traditions from thcir particular life experiencc and, from their standpoint the way in which

they communicaled. and in so doing, maintained practices which were subsumed under

formallegitimized claims. And 1began 10 see how knowledge and practicc in relation to

cullural understanding came to be organized. The language of the institution was clearly

a language inextricahly linked to scientifically accountabIe practice. For example,

maintaining work load standard~, constituted a firmly embedded set of health

administrative social relations organized in the setting. And within many such similar

practices and accounts of practices, 1came 10 see how whal constilulcd Iegitimate clinical

dccisions and actions in Ihe day-to-day routine of ward life, predominantly embodied

scicncc-based hcalth care interesls. Such an embodiment of interest moreover, while it

represented and mainlained the existing social order of the health care wOrld,

misrepresenled the actual reldit)' of the caring and practice needs of a multicultural

clientele in the hospital. FurthemlOre, rather than maintaining a legitimale position within

Ihe order of health care and trealment, the concept of multicultllralism becarde relegated

to an 'ad hoc' or infornml reality in the hourly and daily work activity of patient and

practitioner life. In this way, the research became an inquiry beginning with the

standpoint of patients' and practitioners' experiences of their daily lives. This method of

analysis will be illllstraied in chapters four IhrOllgh eight below.
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CHAPTER TIIREE

THE SOCIAL ORGANIZATION OF KNOWLEDGE

AN APPROACH 1'0 THEORETICAL ANALYSIS

The Ideology of Onhodox Western Health Care Knowledge

While scienl'e·based l'are is l'onsidered to have predominantly legitimate c1aims

to knowledge in the health l'are profession, less formai c1aims arc made that physicians'

and nurses' "clinil'al expertise is regarded as their personal pOWër and privale magic"

(Gordon, 19HH). It is often argued that the terIns of this coexistence arc changing

(Gordon, 19HH), and that in reality intuition increasingly effects a replacement of analytic

reasoning to constitute .practical expertise' (Dreyfuss & Dreyfuss, 19HO).

1 will argue here that this process of replacement remains lan~e1y restricted to the

private realm of clinical expertise. Within this realtn lies the practical wisdom that the

personal knowledge of c1inicians is often passed on by apprenticeship (Atkinson, 198H;

Polanyi, 195H; Rawlings. 19HI), however proponcllls of medicine's dominant paradigm

argue persuasively that intuitive judgement remains beyond vision, that it is anecdotal and

characterised by risk and uncenainty ',Gorrlon. 19HH).

Following on from these arguments, we will take up this discussion in the context

of epistemologil'al and olltological adherence to the dominant orthodoxy of medical

fCÎence. Here wc will consider the theoretical position that the organization of hcalth l'arc

knowledge and practil'es generates illness and health l'arc pral'til'e experiences specific

to lIiulticultural l'ommunities (Anderson, 19H6). This argument holds the prcmise that the

health l'are experiences of both practitioner and patient multicultural populations may he
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underslood within a sel of tacit assumplions whicli underlie onhodox models of health

care (Anderson, l'JX6). Such models of care, which inform CUITent medical and nursing

curricula, assume scientific-rational concepts of illness and health which are often

antithetical 10 the everyday decision-making experiences of multicultural health

communities.

ln consequence, scientific-rational models of care constitute a form of 'expertise'

which is exclusively recognised and practised as "normal", everyday practice. While

perhaps unintentionally so, practitioners are positioned to support a strong scientific basis

for practice and must learn to prioritize frameworks for practice which aspire 10 scientific

ri50ur. The infiltraticn of science-based îrameworks for care also effects a discourse

which is legitimised in every day practice liS if tl1cre C'1I1 be no negotiated alternatives.

The effect rendered by scientific models of care constitutes a socially determined

form of objectilied rcasoning, l'ully manifestcd in the communication processes of

everyday talk and docu,nentalion. Textually mediated practices ensure that the displacing

of multicultural learnings and professional symbolism becomes intemalised and l'ully

Icgitimiscd.

The purposc of this chapter is to demonstrate the theoretical argument that the

sucial and cultural character uf health practitioncr knowledge is an ideological reality

which is exphlined and ordered in e"eryday practices (Locke & Gordon, 1988; Kleinman,

1992; Andersun, 1'J87). lt will explure the way in which urthodox beliefs and 'ideas' are

bclieved to be containcd in the process of formai 'contextualismion', and how the

relatiunship betwecn thcse 'ideas' and cultural undcrstandings may be considered.
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The chapter draws on theory conccived within the sociology of knowledge of

Dorothy Smith and the philosophy of knowledge of Michael Polanyi. Il theoretical

argument is proposed regarding how CUITent health care knowledge is organized and

constructed, showing that other forms of knowledge which involve lifeworld experienecs

and commonsense understandings remain in practiec wilhin the private sector, and in

effect are displaced in everyday professional praclicc.

3.1 Western Health Care Practice: The strengths of sciencc-based care

In reecnt years much academic discourse within the mcdical and nursing

disciplines has been conœmed with challenging orthodox paradigmatic medical thinking

relating to socially and culturally sensitive orientations of health care (Kleinman, 1980;

1986; Locke & Gordon, 1988; Anderson, 1987; Leiningcr, 1981; 1988).

Alternative orders of reality to what has also becn tenned 'biomcdical

reductionism' (Engel , 1977) have been proposcd by a numbcr of academics, and thcre

have been periodic attempts aimed at refcrmulating this paradigm. Nevertheless the

argument persists thnt a disjuncture persists between alternative and orthodox

paradigmatic forms of lhought. 'Eliomedicine', or what is termed the medical model 12
, is

still considered to be at the cutting edge in a worldwidc culturc of science (Gordon,

1988).

Kleinman (1992) poses the following problcm wilh this 'dominant intellectual

commitment';

Sick persons and their cirdcs resist the objcctivising rational technical
procedures of the bureaucracy on behalf of the deeply subjective sentiment,
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tradition and ad hoc coping functions of the local moral arder ... (these)
existentially inefficient qlliddities of human conditions place the
chronically ill at the forefront of the lInequal and conflicted power
relmionships between the informai and fonnal sectors of the social world
(Kleinman, 1992, pp. 3-4).

IlIness is a sochllly constructed phenomenon within a socially organized context

(Kleinman, 19H 1; Anderson, 19H7; Hclman, 1990). Health care practices are the outcome

of learning which is selectively applied to reflect dominant and persisting cultural

ideologies within the larger society. Thus the health care profession affords an

objectificatioll of society, and its social relations become successfully incorporated into

a set of tacit a:isumptions about the everyday world. The subjective experiences of health

practitioners are arranged and ordered as part of the objective organization of the society

at large.

ThIs 'Iegitimated' objectivity formally renders an exclusion of 'tacit' connections

between person and situation in the every day world. Student practitioners are trained to

make biology visible as the ultimate reality; the fundamental substance behind complaints

and illness narrations (Kleinman, 1992). Yet Polanyi argues:

... the idcal of a strictly explicit knowledge is indeed self-contradictory;
dcprived of thcir tacit coefficients. all spoken words, ail formuiae, ail maps
and graphs. are strictly meaningless. An exact mathematical theory means
nothing unless we recognise an inherent non-mathematical knowledge on
whieh it bears and a person whose judgement upholds this meaning
(Polanyi. 1960, p. 195).

The above statement implies that if knowledgc is totally explicit or 'focal', then

meaning can never be coneeived independently of subjective human experience,

perspective or unseen phenomena. Yet an underlying assumption of the biomedical

framework of thought is a bareiy visible personal conceptualisation of experience. The
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vital moments and mcdiations in every day life arc not always included in everyday

clinical work.

ln the orthodox sense, medicinl~ is characterised hy scientifie-rationality and there

is a learned emphasis on objective numcrical mcasurcmcnt; an emphasis on

physioehemieal data; mind-body dualism; a view of diseases as entities and emphasis on

the individual pati~nt rather than on r'amily or community (EngcI, 1977: Helman, 1990,

p. 86)13. Implicit within these theoretical assumptions arc the reificatio!' of 'scientific

facts', a decomposed understanding of a local situation into 'variablcs' and an objectified

reasoning process. There is also a process of quantification and a reduction of patients'

situations, and of patienl-physician decisions into parts, which contrihutes to and abs~racts

what has been determined to be an artificial experience (Gordon, 1(88). Decisions arc

made on a single case of a disease, based on cumulative descriptions of previous clinical

cases (Pfifferling, 1(81).

Legitimate knowledge then, becomes knowledge which sceks explanations to

phenomena. Through hiomedical reductionism and exclusionist principles, personal

experience may be regarded as myth, and lhus ciiminated l'rom biomedical concep-

tualisation (Engel, 1(77). Student clinicians learn to perpetuate the legitimmion of this

knowledge by placing conscious explicit knowledge as the d'Jminant ideal (Polanyi, 1969;

Gordon, 1(88).

Polanyi explains how this process of cIevating explicit knowledge disqualifies

inherent or ll\cit knowledge:

The ideal of the exact sciences, derived l'rom meehanics .,. aims at
mathematical theory connecting tangible, focally observed ohjects. Here
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everything is ahove board, open 10 public scrutiny, wholly impersonal. The
part of tacit knowing is reduced to the act of applying theory to experience
and this act goes unnoticed. And the fact that lacit powers predominate in
the very Illaking of discoveries is set aside as forming no part of science
(Polanyi, 1961), p. 151).

1n health l'are practice, the ideology of 'getting weil' is often related to actions

based on the realisation of focal knowledge. Patients are required to comply with the

completion of forlllS, the collection of demographic infom1alion and illness information.

Instrumental tasks and environmental routines, designed to fit the 'treatment modules',

require the everyday filtering of 'focal' knowledge often to the 'tacit' separation of

private thoughts, cultural meanings and other realities. Two brief examples from my

research data illustrate this process of the filtering down of focal knowledge.

As one patient, recently arrived from Gn:cce put it:

1 come from a small village ... everybody knows each other ... hospital a
scary place .. , full of machines ... here, everything is big, very big and you
don't feel what happens. You don't know the people.

And later the same patient explains:

So many people, yes, of course, doctors, nurses, yes everybody ask the
same thing, where is my pain, do 1 have bleeding, the pain it .is here or
here (points to stolllach) How mllllY ask'! Many, many people ask it ...
(14:4:2: 1l)l)3)

Thus it may be argued that the way that ill-health is defined from a medical

standpoint is based on what can be objectively seen as demr.nstrable physical changes.

These physical changes are .hen seen to be quantifiable by reference to 'normal'

physiological measurements (Helman, Il)l)().

Students and practitioners learn that ail explanations of dysfunction lie within a

biologieal. causal fr:ullework of structure and process. Human judgement is submerged

in lieu of scicntitic 'truth'.
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Theoretically 'III cultural, biographical. moral and emotional explan:uions bccome

secondary to this 'idea' of knowledge, ln this form of cxplicit or focal knowIedge, fonnal

orthodox medicine exemplifies l11aterialism. and nature is objcctively distinct from the

observer, There is an extreme insistence on materialism on the grounds that single causal

c1mins must be used to specify pathogenesis (KIeinl11an. 1992, p. 5).

The assumption that only tangible fOl'a1 objects have :Illlhoritative meaning

excludes and curtails tacit knowing (Polanyi, 1969. p. 147). Knowledgc which is sustained

by something uniquely personal. realities which can he sustained only by personal

judgement and meanings which are implicitly inter-subjeetive within a biomedieal

idealised reality. rel11ain as an unexamined resource. Taking this argument furlher. in

reference to the Birlh (1{lhe C/illic. Foucault has written:

A whole set of knowledges that have been disqualilïed as inadequale to
their task or insufficiently elaboraled: n'live knowledges. localed low on
the hierarchy. beneath the required level of cognition or scientilïcity
(Foucault. 19HO. p. H2).

In this view. cultural knowledge or alternative underslandings would be maintained

in the l'riVale sector or as phenomena which arc given ad flOC or informai consideration

in everyday practices.
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Heallh l'raclilioner 'Expertise'

The way that medical knowledge is conccptualized. learned and practised owes

•

much to the way il has been epitomised as a hallmark of science. In everyday practice.

clinicians must be primarily concemed witb the legitimation and development of

conscious explicit scientific-rational knowledge. which effects a displacing of social,

cullural and biogmphical explanation (Atkinson. 19XX: Helman, 1990: Kleinman, 1992;

Lock. 19XX).

Il is rrequently argued Ihat the medical model provides a tbeoretical formula for

constructing curricula and delivering rigarous pedagogy which in tum caIls for strict

adherence and scientific 'expertise' towards a competent diagnosis treatment and

prognosis. Inherent wilhin this framework lies Ihe premise that Ihe asocial and the

idiosyncmtic are subsumed in order to atlain the desired 'expertise'. precise prediction and

control of disease. ln erfect. students of the medical pamdigm are taught to aspire to a

scientific rigour or rcli:~~;ility, validity and prediclability.

Within this process of desired leaming. a subtlc yet possible submersion of learned

personal and biographical reality evolves. According to Dorothy Smith:

The ethic of objectivity and the methods used in its practice are concemed
primarily with the separation of the Knower l'rom whlll he knows and in
particular with the separation of whlll is known l'rom any interests,
"biases". elc. which arc nol the interests and concerns authorized by the
discipline ... IThis procedurel ... lifts the aclor out of the Immediate local
and particular place in which he is in the body. H~ uses Whlll becomes
present to him in this place as a means to pass beyond il to the cOflceptual
order (Smith. 1974. p. 9).

The 'expert' proressional who has been singularly oriented to the medical model,

as an outcome or formality comes to ,-,xpect 10 replace taken-ror-granted knowledge,
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common-sense or :;:>cal knowledge in favour of systematic protocol and lechnique, the

epitome of deduclive sciel1lific evaluatÎon.

ln Ihis vein, practitioners know thal an ideal of detached 'trulh', is dcmanded and

encouraged within Ihe learning milieu. The learning assumptions underlying this ideal

medical expenise arc outlined here by Deborah Gordon:

1) Clinical judgemelll is primarily intellectual, cognitive, analytic: it is "knowledge"
as opposed to "skill".

2) Knowledge. such as c1inical problem-solving, procceds l'rom pan 10 pan to whole;
it can be analyzed into clemenls and then rellnited.

3) Knowledge is organized into rules, fonl1l1las or some l'orm of abstract
represel1lation ...

4) Objective knowledge is the ideal knowledge, best gained in a detached, neutral
universal stance ...

5) Explicit knowledge is beller than and equal 10 implicit knowledge.
(Gordon, J98X, pp. 269-272)

This mainslream orthodox approach to heallh praclice encompasses wilhin it lhe

notion that personalised cullural knowledge is something to be coped wilh on an informai

level. In this way, ordinary knowledge slleh as intlliliveness, personalised knowledge, is

rendered extraneolls and is not formally included in praelices because it appears

'mystical"4 and does not respond weil 10 the scientilïc dcmand of rational, precise

measurement routinely associaled with 'professional expenise' (Gordon, 1(88). This form

of knowledge submersion can be seen as a fonn of

decontextualising lay reasoning in order to muke hllman behaviour nolhing
but a sequence of strange unillleITlipled evenlS whose sense is then
reattributed to them insofar as they tlpproximale the rationality mode.
(O'Neill, 1989, p. 126)
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ln this formai paradigm, the notion of rational, explicit focal knowledge is linked

10 articulation (Taylor, 19H5, p. J36), but it has been argued that higher claims to analytic

knowledge in realily COIn be made by intuitive response (Gordon, 19HH). Gordon defines

Ihis notion of intuition as:

An automatic, implicit, non-nltionaiised response, that is neither
mystical or guessing, but rather the type of know-how based on
extensive experience that people use ail the time (Gordon, 19HH, p.
272).

Allhough it is not always apparent or actually acknowledged in Ihe curriculum

formalJy, clinical praclilioners have nevertheless argued that practitioner expertise is, in

fact, orten a kind of 'know how' or an adherence to the voice of the life-world (Mishler,

19H5, p. 14) - a particular common-sense understanding'4 on which we depend to know

and undersland Ihe world. One reflects often on a personal response to a given situation,

and this personal knowledge orten precedes cognitive thought, hp.coming the guide and

master of cognitive powers (Polanyi, 1959, p. 26).

ln fact, much professional knowledge in the everyday common understanding is

regarded as a "gut feeling" or an "inner sense" which is orten fundamenlal in making a

decision. Polanyi takes this fUI1her, arguing that ail knowledge is inherently taci!:

To claim Ihat we can know the unexpected may appear self-contradictory.
Il would indeed be self-contradictory if knowing included a capacity to
specify completely what we know. But if ail knowledge is fundamentally
weit as it is if it rests on our subsidiary awareness of particulars in terms
of comprehensive entity, then our knowledge mllY include far more than
we can tell (Polanyi. 1969, p. 133).

It has bccn argued that ciinical expertise. in an informai sense, is abo experienced

as instantly "grasping" a meaningful moment (Gordon, 19HH) - a moment such a sharerl
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pain or shared sutTering. This accepts the dynamïc and emergent events within an inter-

personal experienee. And at times. these moments are a function of being able "to sense.

without a deliberation" (Gordon. 19RR). what is needed ut a panicular time for a specific

situation. Moreover. "understanding moves l'rom being e1emental to being holistie and

intuitive" (Gordon, 19RR) and th us the c1inician intuitively senses what 10 do. drawing

upon a large wealth of previous experienccs.

With practice and aetual c1inical experiences in the everyday world. praclitioners

leam to recognize the "meaningful recurring situational clements" or as Polanyi describes

in the structure of tacit knowing:

ln the structure of lacit knowing, we have found a mechanism which can
producc discoveries step by step we cannol specify. This mechanism may
accourll for scientific intuition. for which no olher explanution is known
so far. Such intuition is ... a work-a·day for sckntifie guessing wilh a
chance of guessing right (Polanyi, 1976. p. 144).

One of the assumptions with c1inical science that practitioners are aware of, is that

with more c1inical science, "physicians will praclice more sçientifically, and use

technology more prudently" (Gordon, 19RR, p. 279). Thus practilioners know that they

must try to practicc within traditional paradigms w'-'!ch establish ail knowledge in terms

of "explicit relations between sensory data" (Polanyi, 1969, p. 156). And yet this nlC'ment

is often displaccd within Ihe formaI learning process. Practitioners are ::Iso t:lUght that

desired leaming prioritizes explicit replicable knowledge; an 'exercise of taxonomy'

which progresses l'rom symptoms to syndrome, and finally to diseases with specific

pathogenesis and pathology (Engel, 1977; Feinstein, 1975).
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These legitimated priorities pose special diflïcuhies for practitioncrs. for they are

bound to adherence to a rational sequence of thoughl which formally suppons the

exclusion of emotionality - or the sense of a moment in knowledge which is exclusivcly

separate l'rom the body as a biological mechanical apparatus. Lawrence Kirmeyer argues

that this sequential rational order of diagnostic reasoning "eclipses the bodily l'eh reality

of the patient" (198H. p. (1). ln this vein, practitioners know that they must organize their

work within the legitimate parameters of lhe traditional heahh care paradigm". Physicians

know medical science as the official, legimate knowledge underlying practice and lhey

know that the tacit or subsidiary decision-making which they undenake must be subsllmed

within scientific medical allthority and within that which is "integral to (lheir) replltation

and capacity for continued productive work" (Young. 19HI, p. 324). And following this

view it must again be argued that social. biographical and idiosyncratic subjective

experience is displaced in the process of formai reasoning.

ln their everyday clinical encounters clinicians accept the authoritative and

definitive position of formai practice informed by cognitive. mental or intellectual

reasoning. that involves combining data 'through influence. deductive evaluation and

probability statistics (Gordon. 1988), And they know that formai challenge and evaluation

of decision-making must be based on the priorities of formai lheories. rather lhan on

knowledge which is imaginative. speculative. free·ranging and creative (Elslein. 1976).
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Biomedical Senarateness and Cultural Community

Prevailing assumptions underlying the orthodox biomedical model contribute to

•

the persistence of 'ideas' or 'images' which separate and prioritise scientific-rational

thought l'rom culture. Deborah Gordon explains:

Symbols/langllage/representations depict an independent empirical reality,
rather than constitute it. Meaning is the correspondenee between
representations and external reality. Disease taxonomy mirrors nature's
"real" diseases (Gordon, 19HH, p. 27).elimin

ln this preceding argument the deelSion-making practices of practitioners in

multicultural patient setlings are guided by an adherence 10 probabalist reckoning. In a

formai sense, the measurement and quantification which comes to characterise deeision-

making practices separates l'rom the idiosyncracies and uncertainties of the "cultural

heing". The empirical decision is separated l'rom the linguistic and symbolic being, and

the physical (the knowable, independent of perspective), is formally separated from the

moral or the spiritual. ln these observations it is freqllently argued that the cultural, the

social, the moral and the spiritual are superficial layers that "disguise" natural truth

(Klcinman, 1992).

Thlls symbols, language, the rhythms and rituals of everyday life are superficial

layers which must be fitled informally into the workings of orthodox thought. And 'work'

in everyday clinical practice comes in the form of a pervasive pressure which has the

effect of prioritizing the "model". As such, health practitioners practising in multicultural

setlings know l'rom their training that they must nccessarily prioritise clinical events,

procedures, medications, and yet work into their practice, intlltitively sensed knowledge.

They must work within a process which on a theoretical level, externalises cultural
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layering and decontexlualises events, biographies and cultural hislory. In addition, they

must allow for their own common-sense responses within thcse phenomena. In this

lheory, in an objectified world of ultra-medical specialisation. ail other conceptions of the

world, religious views, philosophies of life in ail possible social and cultural milieux, arc

phenomena thmlimit and restrict "reality". Within the proeess of dinical decision-making,

practitioners are then led into encounters where a reasoning process is articulmed wilh a

rationale for action which openly acknowledges the necessity to leave aside infomml

clinical understanding. And yet at the same lime il is argued: "Having a sense of a

meaningful picture or of one that doesn't make sense is an important eapacity thm

praetitioners develop" (Hahn, 1985). Gordon (1988) notes that this underslanding is

usually intuitive, "sometimes deseribed as a nagging feeling that somet!lÎng is not right,

thm something feels funny" (p. 277).

Thus, although the scientific (health practitioner) paradigm states ils formai rights

in knowledge, clinical experts do neverthcless, sense Ihe meaning of a situation, and they

orten act on these responses.

ln this way, biography and culture arc seen 10 apply to an informai world which

constitutes an eXlernal phenomenon and which is limited 10 its collective orientation,

rather than as events which might empower the individual (Gordon, 1988). Clinicians do

exercise differing forms of practical know-how. intuitively sensing what to do (Dreyfuss,

1986, p. 146). And since medical specialism encompasses the world within a disease and

treatment cure determined process (Helman, 1990), Ihe notion of having broad, intellectual

or cultural sympathies is seen to lie beyond the scope of practitioners' scientific
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spel:Îalism, On a strictly visible level, ail expeetations must be seen to prioritize care

infomled by clinical science. Practitioners arc also expected to exercise this informai

intuitive sense of knowing as a layering of less \'isible practice. Moreover, the displacing

of alternative knowledge forms is not expected to detraet l'rom the professional work of

the practitioner expert.

Thus, as professional medieal specialism has evolved, an accompanying technical

and sl:Îentific discourse is established which beecmes a formally accepted phenomenum

in medical practice. While it is a discourse which heallh practitioners know to be an

artificially constructed one, it Decomes a 'nonnal' practice for them in their everyday

professional world.

At a formallevel the practitioner describes the sol:Îal phenomena as a structure of

'relatedness·. but il is a structure which is artificially constructed. In the formai sense,

personal life experiences and inter-subjeclivity are articulated and voiced as sets of

artifil:Îal concepts which are formally termed 'values' and 'altiludes' and 'compliances'.

Sol:Îal experiences become sets of 'roles', 'interdependent units·. and 'sub-system sets'.

There is a mechanistically conceptualised, yet separated view of people, rather than one

which is characterised by local knowledge.

ln this l'annal view. the self is autonomous and separate l'rom social experience

and understandings of community meaning, and il is not determined by history, tradition,

biographical experience, linguistic or symbolic phenomena. Ils persan is fixed and

"relativeIy invulnerable to experience". This movement of thought:

... climinates any quest for an understanding that carries with it the
metaphysical implications of a groping for reality behind a screen of
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appearances. Natural science has bccn laught to regard itself as a merl'
description of expericnce (Polanyi, 19SP>, p. 20).

RclalÏonships in this fom1 of rcality arc scen as cxtemal to the self and pOlentially

bccome a separation l'rom circumstance in the objeclilïcalion of ail events. There arc yet

other arguments which postulate tPat flexibility, unccrtainty and risk arc central concepts

in the theoretical frameworks of decision-making (Gordon, 191'8, p. 2(1). It is argued

moreover, that the 'rcal clinical expert' will supersede the ability of fonnal modeIs to

represent an expertise based on experience and in the end, know r"uch more than fomml

theories can encompass (Elstein, 1976, p. (99).

3.4 Experience and "Normalcy" in Health Care Practiccs

Patients coming l'rom life worlds outside Ihe reahn of orthodox medical care arrive

with experiences and meanings which are derived l'rom a cOll1plexity of interpersonal

experienee. Such expericnce can be understood by lhe delïnition attributed 10 il according

to Arthur Kleinman who observes:

Experience is transacted among members of a local world -- a. village, a
neighbourhood, a network, it is an inler-subjective medium of
communiealed worlds, sentimenls, gestures, movements. Experience is
conslÏtuted out of the Iived flow of interactions among members of a group
for whom something is vitally at stake in the everyday social rhythms and
rituals that build cultural Iife ... Experience never has a natural course -­
an objective, Iinear flow of impersonal time (Kleinman, 19<)2, p. 1).

For those outside the world of onhodox medicine lhere exist questions that are real

and important in everyday Iife which may require solutions other than lhose characterised

by concepts, categories, codes and schemala. Medical discourse becomes suhsumed within

the ideological currency of the institution and th us, hecomes lranslated into a myriad of
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standardized forms, treatment plans, records, progress notes, nursing care plans, computer

riles and audio visual equipment. Moreover, patients and families become encompassed

within the standardization of the collective 'text and thus facticity, reasoning and

rationality. In the words of Dorothy Smith, this phenomenon:

Externalises social consciousness in social practices, objectifying
reasoning, knowledge, memory, decision-making, judgement, evaluation,
etc., as propel1ies of fc :mal organization or discourse rather than properties
of individuals (Smith, 1990, p. 211).

Thus people who live in life worlds which arc outside oi the 'professional medical

culture' may find their ways of knowing unrepresented in these formai scientific

organizations of thought. Within the process of scientific 'faclicity', others are excluded

from an intellectual world which is represented by its followers as a model of universal

truth. For practitioners who must engage in daily duties sanctioned by the prof"ssional

scientific culture, there is an assumed fixed extemal reality which guides and directs each

decision as if science-based practice were a singular reality. Practices which conslitUle

decisions falling outside procedures informed by medical science become 'incidental' to

the job of getling the work of procedure done. In this way, incidental occurrences such

as language or cultural beliefs arc seen as externalto scientific reasoning which separates

itself from other lifeworld values.

Adherence to a presenting reality characterised by the need for a purposeful and

formaI pursuit of culturally responsive ,\ctions and explanation by the practitioner are

relegated to the 'other' realm of the incidenta!. Moreover, this 'other' domain becomes

subsumed beneath the incontrovertible framework of goals determined by scientific
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orthodoxy. The 'images' he Id by practitioners arc thcrcforc inextricahly inlCrwoven within

a discourse of unquestioned objectified reasoning.

In a similar vein, when practitioners speak of 'charting the intake and output',

doing the 'vitals' and doing the 'flow sheet'. their forms of thought, focal knowlcdge and

the images they use, arc "rooted in (medical) discourse which is the work of specialists

occupying influential positions" (Maxwell, 19HO, p. 57) in an intellectually and culturally

exclusive world. Thus the culturai language of the 'Ilow shccts', the 'data base rccord',

the 'care plan', the 'consult form' and lab reports do not arrive spontaneously, they arc

manufactured. These texlually mediated practices encompass a culture of "nonmllcy" of

procedure which in turn cames with it the notion of a 'norlnalised' and idealised

phenomenum of illness and procedure. As Dorothy Smith explains:

Seing a professional then, means knowing how ta do it this way,
how ta produce wark that conforms ta 'nonnalised' standards,
addressing these tapics and following these ll1elhodolo~'.;:.'s (Smilh,
19H7, p. (0).

Embedded within the 'professional culture' these pracliccs make the assumptian

that patient adherence ta the clinical routine of daily life conslitutes a finite province of

meaning. Alternative meanings attributed ta illness procedures, language or 'normalcy'

are excluded. This 'nommlised' focal phenomenum, or knowledge attached 10 the meaning

of illness, leads patients and families to act liS if" alternative meanings were non-existent

and lI.l· if the signs and sYl11ptoms and modes of treatment are the only ri)llll anes.

The social arganization of an ideolagy of "nommlisatian", informed by the formai

curriculum, in tum sets the criteria for proper professianal perfammnce.
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Professional Ahstracted Discourse: The Language of Everyday Hospital Life

Professional and hureaucratic procedures are part of an ohjectified and abstracted

•

system of relations. In everyday life, abstracted forms and procedures must be fit,ed into

personalised and subjective worlds of sentiments, gestures and movements of experience.

Dorothy Smith cxplains this:

There is a process of practical interchange between an
inexhaustibly messy and different and indefinite real world and the
bureaucratie and professional system which controls and acts upon
it (Smith, 1')<)0, p. 153).

Hospital settings, which epitomise bureaucratic abstraction, tacitly exerClse a

lïltering down process of temlinology, meanings, abstract symbols and linguistic

abbreviation in everyday life. Such practices that are part of the local experience are

subtly encompassed within the abstract mechanism of the professional culture.

'Professional' language and meaning, and fonnal knowledge is filtered down to

convey not only a linguistic function, but an implicit 'tacit' knowledge, to deal with the

tension between the abstracted and the local reality.

Dorothy Smith explains how people such as health professionals tend to

'categorize' clients and the workings of institutional life Înto 'types' which helps to fit

the bureaucracy to actual situations:

People working professionally come to categorize people's problems as
types in relation to the kinds of actions to he taken. Types are an integral
part of a proccss that fits the abstracted terms of the profession or bureau­
cracy to the actual situations. They work as a matching process that
assembles, selects and organizes within a specialised contexL The
individual (the patient) is already distant l'rom her biography and her Iived
situation ... She is encountered in the fOTln of a case history already written
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and through fanns of interview that dis<:\ose only pieces of her life that
l'ail into slots (Smith. 1990. p. 127).

Implicit within this analysis is the construction of fonnally lcamed abstract

symbolism and language categorisation by practitioners which beeomes unconsciously

embedded and legitimised and which is defended within the realm of orthodox discourse.

An example of this can be seen in the eihnographic work of l'aul Atkinson, who

demonstrates how in the process of "Socratic" cross-qucstioning. junior mcdical studcnts

are required to observe and "notice" siRlIS and to clicit s)'lIIflIIlIllS.

Here Atkinson shows how the 'effect' of an illlplicit logic of systclllatic contrasts

between types and categories is invoked and exelllplified in the bedside teaching proccss.

He explains:

The individual patient is th us located within a discursive fralllework - a
sort of semantic space - in which persons, signs and symptoms and the
differia specitia of disease categories are arranged in relationships of
similarity and contrast. The medical students thus enter into a collahorative
reproduction of this semantic system. The shared wlk at the bedside ...
organizes a joint display of c1inical reasoning. Il is indeed, a very powerful
means for the reconstruction and transmission of nomlal medicine
(Atki:lson, 1988, p. 186).

Here the social construction of the medicalmodel is not the outcome of 'arhitrary

labelling' but rather the collaborative outcome of lhc teaching proccss. The students are

asked to discover a series of disease categories which, implicitly or tacitly, is conveyed

as finding the "right" collection of signs and sYlllptollls. The teaching is based on finding

(eullUrally) nomml categories and (eulturally) nommi predictions (Atkinson, 1988, 193).

Thus, Atkinson describes the subtlety of how the proccss of c1inical instruction proceeds

as if the process were inductive in nature, a.ç (Fthe "facts" of the case were waiting to be
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discovered as a totally independent elllity, completely on the outside of the discipline. The

organization of knowlcdge by the c1inical teacher - the sequence of questions as "faets",

and the expectation of answers as "facts" - serves to reinforce the "invisible" (Atkinson,

19XX, p. 201 J.

ln this way, the discoursc of bedside teaching, organized unit rounds, c1inical

seminars become then a routine means of the dissemination of knowledge belonging to

the professional culture which are the "facts" in everyday prnctice. These "facts" or

phenomena of "focal" knowledge, are what Dorothy Smith observed exercised by the

describers of the definitional privilege. (The describers being those who exercise a pre-

learned set of organization ruIes.)

The social organization of the setting is always necessarily 'present' in the
descripiion . .. How the describer who is a l11ember of her setting does
her description is controlled by her knowledge of the socially organized
processes in which the terms and wh'llthey l11ean are embedded. The sense
that they do and can make in the descriptive COlllext is 'controIled' by her
knowledge of the social organization of the setting (Smith, 1990, p. 118).

ln hospital settings, in the everyday process of unit rounds, descriptions of

physical symptoms frequently arise l'rom the describer's knowledge of an 'on the spot'

patient situation. Yet the 'definitional privilege' allows a re-telling of the event within the

social organisation of medicine. Thus the 'fact' is already categorized and framed in order

to confoml to the mode!.

Patients come to hospital with illness explanations which are derived from

personal and biogrnphical experiences that sOl11etil11es emphatically conflict with the

definiliona! privilege categorisation by the professional culture. An example of an

alternative illness explanalion which relates positive energy to health can be seen in the
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following case example l'mm a family dealing with cancer. Explaining his !lOtion of

illness, a Chinese father spoke about what might help with his son 's illness: "positive '"

happiness l'an help him .. , when you're happy, you don't think a lot of things ... if sad,

more sick" (Sunli & Boston, 1989).

And in a similar exampie l'rom a Greek family:

Weil we have had big trouble but we don't understand. Maybe something
bad happened to my mo\her. Maybe if we say something she will die.
(14:4:12:1992)

The preceding excerpts of patient and family talk reveal that many patients hold

a life knowledge that provides a personal sense gained l'rom inter-subjective experienee

which enables them to attend meaningfully to their home-world and which figures in cach

moment of the bealtb experience.

This disjuncture between biographical experiel'cc and definitional privilege is also

what Mishler has deseribed as the concept of "voices" to distinguish between the aetual

pattern of meaning ,1I1d the frameworks of meaning. It is explained as the voiee of

medicine and the voice of the Iife-world or the voice of scientilïc rationalism and the

voiee of everyday life (Mishler, 1985, l', 14).

Thus in the objectivisation of the patient there is orten formai dislJualification of

other knowledge which Foucault has described as a "local regional knowledge, a

differential knowledge incapable of unanimity" (Foucault. 1980. l', 82). This notion of the

"objectivisation" of the patient is highly visible within many of the allied health l'are

disciplines. In panicular, the development of the falllily therapy lllovemcnt has given risc

to a new conceplUal rational-technocratic process for making sense of family and
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lifcworld cvcnts. In thc following section, wc will scc how a new discourse has evolved

within thc family thcrapy field which has assumcd the authority of technical abstraction.

3.6 Family as Tcchnology: Thcory and Practicc

During the past decade, North American family theorists have developed

argumcnts for induding the cuitural factors of familics in family therapy. il has been

proposcd that family structures arc manifestatiom: of the family's cultural background and

.that personal intcrpretations in therapy must reflect the cultural values of both the

lherapist and the family (Di Nicola, 1985). Whilc consideration of culture as an active

dynamic has represented greater sensitization by practitioners toward the concept of

'negotiation' in family therapy (McGoldrick, Giordano, Pearce, 1982), this development

remains within the sphere of scientific-rational discourse. This has necessarily affected

learning and practice in North American multicultural settings.

il has been argued that:

Technological changes must be transposed out of that generalising
language and into a description of the actual work of people. in
actual work contexts ... (Smith, 1990, p. 46).

ln the field of family therapy, a new vocahulary of concepts and associated

metaphors has emerged in order to structure and understand the phenomena of famïly and

community. The difl'iculty which most trained dinicians will aeknowledge is in being able

to separate from, and analyze taken-for-granted clinical concepts, in terms of the everyday

world. The issue is not that dinicians must disregard what such fomls of thought achieve,

but rather that they must acknowledge the way in which conccptual, abstract and technical
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categories are also cultural calegories within lhemselves. which also structure and order

thoughl. Regardlcss of whether they are categorical tools which belong to day to day

language in health care sellings or whether lhey arc part of an intentional purposeful

design, the inherent difficulty ensues when such forms of classification affecl and separate

l'rom the everyday world of common underslUndings (Smith. 19K7). Such catcgories arc

part of a specialîsed technical medical discourse. which in modern western societies. it

has been argued, is endowed with a distinctive and privileged position. (Helman, 1990;

Turner, 19K7; Waitzken, 19K3).

In this section, we will consider the organization of knowledge within the

discipline of family therapy. What is illuminated is that a conceptual world within the

notion of family care has emerged, which has made possible ways of looking at family

life experiences. This transformation of the conceplllalîsation of family care has

significance in light of the p,esent discussion. since il is an important instance of an

evolution and extension of a scielllific-ralionai mode of social regulation into everyday

life. In this view, family life, which is a sphere of human experience characterised by

culture and community, has been subject to a clinical and scientific transformation which

Foucault has called the 'medical gaze' - whereby the patient (or family) becomes the

object of analysis (Foucault, 1975).

lust as scielllific medicine has separated itscIf l'rom moral and spiritual connections

(Taylor, 19K5), and just as diseases were considercd to have a separatc clllity and arc

located in the "atom" of society (Engel. 1977) - and in spite of well-intcnlioned allcmpts

to the conlrary (Brodkin, 19K 1; Friedman, 19K6; Minuchin, 19KO; Wright & Leahey,
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I\lX4). - 'dinicaliscd' family work and evcryday family life have come 10 be seen as

discrclc and scparalc enlilies, not complernentary parIs of each olher. The farnily therapy

rnovcmcOl has cvolved into a discipline which has objectified discourse and has fonnally

crcatcd it as focal and explicit abstmct phenomena. This kind of discourse has becorne

more precise, allthoritalive and has becorne an objeclivised ideal. As Polanyi puts il, it

is a kind of diseollrse which saw 'flaws' in (previous) personal knowledge. In this vein

Polanyi argues:

And it seems almost inevitable then, further, to accept as an ideal the
establishrneOl of a completely precise and strictly logical representation of
knowledge, and 10 look upon any personal participation in our scientific
accouOl of the universe as a residual flaw (Polanyi, 195X, p. 1R).

Thus the family thempy rnovement has developed a framework built on

rcductionist principlcs, made ail the more apparcnt by its emergent objectified social

organization. While theoretically, it could be argucd that this change wouId serve the

notions of 'culture' and 'community', this change has also givcn rise to a field of

profcssional practice and the acceptance of ncw conceptual rational-technocratic

mctaphors for describing and making sense of family and social cveOlS.

To illustrate the emergence of Ihis new conception, we need only consider the

discourse used in a bricf excerpt from a standard modern textbook explicating developing

modcls of family therapy and their perceived usefulness. Describing the rationale and

usefulness of the 'systems' approach to cultural family therapy for students and practising

family therapists, John Speigal explains how the whole family and thus the culture is

taken iOlO consideration:
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Family therapists payas much attention to the family as a system of
interactive processes as they do the individual who happens to be the
identified patient or client. ... Any variation or deviation l'rom the basic
routines of family interaction will be countercd by a reaction among the
members to restore the previous balance. no matter how pathological its
effects for one or more family membcrs. Such resistance is expected
during the course of therapy and is usually ascribcd to a homeostatie
mechanism within the family system. .. While the clinician may focus
on diagnostic terminology ... the attention goes to the family process
(Spiegal, 1984, pp. 31-2).

The systems approach to family therapy grew out of child psychiatry, exemplitïed

in the work of Nathan Ackerman (1958) and Framo (1965) and Boszormenyi-Nagy (1962)

and was concurrent with schools of thought such as 'Iearning theory' and 'behaviour

modification', with the addition of cognitive theoretical components (Mash, Hamerlynck

& Handy, 1975). The tenets of orthodox systems of family therapy most widely used in

current c1inical practice, follbwed the school of Minuchin (1974) and Bowen (1978).

What emerged has as an inherent part of the systems orientation is a forrn of

teehnical abstraction, which has became apparent in the devclopment of the discourse

accompanying the discipline. If we consider an cxcerpt of the following account of the

advantageous use of systems theory (which may in its intention be l'ully plausible) the

potential for separation through technical abstraction is evident in the language being

used:

(Structural family therapy) conceptualises deeper structures, looks for
hidden patterns: distorted or disguised interactions .. , unappreeiated ego
masses, undiscovered coalitions, triads, rubber boundaries,
pseudomutualities, schisms and skews ... the task of the therapist is to
bring these to the surface (Spiegal, 1984, p. 32).
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What is apparent within the teaching discourse outlined in the text, is again the

assullled tcchnical abstraction which is to be used to understand multicultural family life-

worIds and day ta day experience. Even when the notion of life-world sense is

acknowledged, there is a precise authoritative accounting for it. Spiegal continues, ooting

that,

Whcre the issue is "common-sense" the intervention is more complex since
it frcquently features a pamdoxical form of cOlllmunication that is alien to
the logic of ordinary communications and to the interpretive procedures of
the psycho-dynamic approach ... In order to facilitate the exposure of these
hidden interactions (more technocratic-national solutions) therapists may
borrow techniques such as family sculpting or guided fantasy, from other
more psychodynamic approaches (Spiegal, 1984, p. 34).

And here it is apparent that while one can fully argue and acknow1edge that

"being" as opposed to "knowing" is implicitly and momlly fully intended, 'family therapy'

or fmnily "truth" is best understood by relationships that take the whole as the sum of its

parts or by rellloving parts From their context without altering their identity. Thus to arrive

m real family knowledge, the therapist must stand back from 'local knowledge' (which

may be biased and thcrefore invalid) and take a universa1 position which is separate and

isolated from everyday life. Therefore it can be argued that these processes separate

pmctitioners From cveryday understandings which may encoumge and contribute to the

distancc betwecn he'llth practitioners and the very personalised nature of the families and

communities which they serve.

Taking this further to multicultural hospital communities, which serve immigrants

with many lifc-worId cxperiences, the problem of the separation of knowledge and

language becomes ever more apparent. These sepamted knowledges theoretically permit
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a separation of intrinsic l'rom extrinsic knowlcdgc. l'olanyi discusscs this in tcnns of

personal knowledgc, arguing that thcse distinctions of knowlcdgc arc falscly scparated.

As he puts il:

1 regard knowing as ar: active comprehension of the othcr things known,
an action that relJuires ski Il ... Chies and 100is arc things uscd ... Into every
act of knowing there enters a passionate contribution of the person
knowing whai is being known which is a vital componcnt of his
knowledge (Polanyi, 1958, p. VII),

Yet extrinsic or focal meaning is considercd independent of the language of the

everyday and of the eommon-sense or 'intuitive'. Abstmeted, technical, scientific

rationalism seeks ta make words correspond to 'things' which serves to represent it as a

separation between culture and reality. 'Cognitive perception' and understanding are

separute.

Thus a cultural phenomenon originally seen as 'family lJuarrelling' now comes to

be seen as a problem, to be cognitively rationalised, rather than sceing it as an

inescapable fact of nature or even as a happily, helpful way of clearing the air.

Expressions of concern about 'family l]uarreling' can certainly be round in the early

Iiterature (Aries, 1964; Boston, 1987), but il is only with the onset of the family therapy

movement in the 1960s that 'family conflict' or the objectified and abstracted form of

'medical gaze', becomes a socially constructed phenomcnon. A consensus has come into

being that the problcms of family lire esscntially bclong to health care practiccs and thus

a 'teehnicalisation' of the family has ensued whieh is c1inically detcrmined. A

phcnomenon sueh as 'the family working IOgether' has ceased to be simply a part of a
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moral discourse in which actions were judged against ways of doing things and having

'world voice' expianations.

The field of family therapy has become a means rendering an effect which serves

ta "Iift(s) adors out of the immedime, local and partieular place in which we are in the

body ... a means of passing beyond the local into a conceptual order" (Smith, 1987, p.

17). Thus family 'truth' lies in the accurate explanation of objective reality, not in the

"happy", the "good", the "romantic" or the spiritual or cultural. Ideological, conceptual

abstractions of knowledge are separate From life-world views of family and community

and thus knowledge is separate From and yet accessible to, the c1inician in power

(Foucault, 1977). Common-sense meanings, biography and personal history beyond and

outside the conceptual frame are excluded.

Thus COIre of the family in hospital and multicultural health cOIre institutions,

infoll11ed by the western family therapy school, has been cast into an objectified mold.

Ils precepts are presented as rules infoll11ed by scientific rational thought which has

become an integral part of everyday learning and practice.

SUll1mary

A model-based, rational, scientific appro'lch to leaming and practice can have the

effect of teaching practitioners to give their primary attention to praetices and procedures

which attend only to knowledge informed by technical medico-scientific paradigmatic

thought. Regardless of the substantial and impressivc contributions which have ell1anated

from the intluence of the orthodox medical paradigm, there remains the difficully inherent
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within all scientilic expianation Ihat other kinds of knowledge remain an lInexamined

resollrce.

The difficlllty lies in the presllmption that olher kinds of knowledge - shared

knowledge orcommon-sense knowledge - cannot be 'visibly' sllpported in formalleaming

and practices. The 'decontextualismion' of lay reasoning is a proccss whieh allows

practitioners to approximate frameworks of Ihollghl infonned by a "received view" or

orthodox medical paradigmatic thollghl. SlIch a proccss of 'decontextllalisation' becomes

increasingly constant in the everyday world of hospital life where scientilic focal

knowledge is ampl ified throllgh technical specialisaIion and scientific-rational

accollntability. While lIndollbtedly lInintentional by those who learn and practice, these

processes are binding and leave a persistent disjunctllre between scientific nelltrality and

extraneolls expertise.
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CHAPTER FOUR

MULT1CULTURALISM AND HEALTH CARE PRACTICE

4.0 Changes in the Patient Environment

•

This chapter will show pervasive changes in the patient care climate at University

Hospital. [n this section 1 will attempt ta make more visible the evolving multicultura[

needs of patient and family cliente[e and the way Ihis development in the hospital creates

pressure for changc in thc daily lives of practitioners. 1 want to show how a panicular

change in the nccd for care and practices in the health care climUle also creates pressure

for pmctitioners ta allain differing kinds of knowledge and expectations. 1 will atlempt

to show through the voices of practitioners, how the graduai appearance of the need for

change has becn growing, which has also demanded differing knowledge and decision­

making practices in professional health care.

The evolving need for multicultuml nursing and pmctice presents important daims

for knowledge by practitioners at University Hospital. For in addition ta standard

trcatment rcquiremcnts and establishcd models of care a sepamte fom1 of knowledge

surfaces which might bcen seen as an addition ta standard practice knowledge in arder

to fully maintain satisfactory quality care. Many patients seeking Canadian hospital

services, have knowledge for example, of neither French nor English and require special

services such as language translation and medical interpretation in temlS of understanding

sonle of their questions. conccrns and fears. Many arc trying ta copc with the experience

of bcing a refugcc or with the cxperience of thc long processes and difficulties of
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immigration. in uddition to sickness und illness. Within these speciul c~perienees. being

un immigrunt und u refugee huve speciul kinds of heulth implicutions. For c~umple. lhe

Cunudiun Tusk Force on Mentul Heulth Issues Afrccling Immigrunts und Refugees SiUICs:

People usuully choose to become immigrants. whereus Ihey ure forced 10

become refugees. This increuses the risk for emolionul disorder. Muny
refugees huve experienced the loss of u house und possessions. the deuth
of friends und fumîly. internment in refugee cumps und perhups torture.
which breuks minds us weil us bodies. To udd 10 the traumu of thcir PUSI.
when refugees urrive in u country of usylum. they ure usuully pOOl' ,md ure
eut off l'rom fumilies und other sources of sociul support (Cunudiun Tusk
Force on Mentul Heulth Issues Affecting Immigrants und Refugccs. 1988.
p.5).

Muny patients seeking health care at University Hospitul ure living with illness and

coping with treatment within u speciallife knowledge which is often shaped by their own

cultural und personul life world experience.

Bearing in mind these lutter eoncerns. 1 wunt to consider them in the context of

putients und pructitioners at University Hospital. Here we ure concerned with the growth

of purticulurly specialised needs for cultumlly sensitive treatment and cure which have

been creeping in pervusively over time, und the way practitioners sec and cope with these

changes. Moreover wc will consider the way in which these sume chunges come to be

constituted within a lechnieo-medico-scientilic discourse. which in turn orgunizes und

maintains bealth care practice in everyday hospital life. In this context, 1 will argue that

the ev01ution of need for culturally sensitive care is embedded within a process of u

restrueturing whieh is not ulwuys immediulely visible in the setting. In this regard, 1 will

urgue thUlthese changes 're-conceptualise', redeline und make possible formai daims to

multiculturul knowlcdge und uction. This is visible in the voices and practiees of
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practilioners and patients in their day to day relationships. [ will also argue that these

legitimale daims to mullÎCultural health praclices by both practitioners and patients are,

in faCl, subverled by the priorities, interpretations and choiœs underlying broad level

govemment health care polieies. Most importantly, the broader health care policy dis­

course makes the work process in the hospital selting aCCüuntable through a process of

'textually mcdialed organization' (Smith, 1990). And despile the evolution and

devclopmcnt of pressure for change in dinical practicc, the knowledge and training that

currently equips practitioners does not always serve them in a multÎCultural service

selting. Rather practitioner lr.lining beco!".les increasingly separate from the day-to-day

means of decision-making. Moreover, formai daims for multÎCultural knowledge which

might accOlillllodate practicc needs are displaccd and embedded within a formai

"documentary proccss" of medically determined care which comes to dominate and pres­

cribe their work.

4.1 "Almost a United Nations": "Not Really a Problem"

Many practitioners at University Hospital express pride and pleasure with the

opportunities lhey have to work with "people that come from ail different cultures"

(21: 1: 1: 1993). They will tell you that they Iike the work they do and the many unique

opporlunities that tl1ey gain for new leaming experiences, both within the reciprocity and

collegiality of their il1ll1lediate peer group. and within the exchanges that take place

between themselves and the patients they care for. If you ask practitioners how they see

working in a l1lulticulturul selting, they will express this opinion in a variety of ways:



•

•

lOS

Nurse Practitioner: 1 think it's really ne.a - 1 don't - 1 don't look at
University F .Jspital heing a very different hospital l'rom the -- (another
hospital in town). 1orten wonder to myself why 1 really liked working at
University Hospital and 1think it"s the people thm come l'rom .111 different
cultures. (pause) Patients and families are always teaching new things and
about where they're coming from. (pause) We have first generation
Portuguese. (pause) There's always something new theire teaching us
about themselves (21: 1: 1: 1993)

Weil, 1 find within the hospital setting that there are so many people from
so many various backgrounds that 1 get a very dear sense of how they
think and how they react and how they hehave, in their own way. (.n: 1­
2:9: 1992)

Oh way back. when 1was a student nurse here. there weren 't people from
anywhere other than - ... whereas working here now, there's a whole
United Nations just within our staff. 1 mean if you go to X unit, it's like
a mini-United Nations down there. (14: 10: 12: 1992)

And 1do notice that the nursing staff comes l'rom a vast array of countries
and (pause) which is wonderful beeause they're able to address the needs
of the patients from those countries. Mil/ost a United Nalion\".
(32:4:9: 1992)

Some practitioners attribute the continuing growth of cultural understanding in

both practitioners and patients at University Hospital to tre "relative lack of prolJlem in

having to work together." They argue thatthe variation in nationality and cultural identity

allows a buill-in sense of understanding and sympathy in the process of working together,

and the possibility of learning from one another, an opportunity which in other setlings,

mighl not be available.

1 think the beauty in a way, of being at (University Hospital) is that it's
not only the patients who are multicultural (pause) it's also the staff. So
if you're dealing with a population where it was Just the patients who were
multicultural and it was just anglophone physicians and nurses who were
treating, 1 think there'd be a problem, because 1 think there would be a lot
of frustration a lot of the time coming from the delivery people, l'rom
whoever delivers (the care) and whoever gets the care ... (pause, change
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in tape side) hut as we were saying, the faL't lhat the health eare workers
are as multicultural as the patients that we're lreating, 1 don't lhink the
problem is as signifit'ant here as it might he in other areas ... 1 think we
actually learn l'rom the co-workers we worked with that are also l'rom
other cultures, you learn l'rom them and that helps ... (20: 13: 10: 1992).

Other practitioners arc able to look baek over time and recall experiencing

"different kinds of nceds", and being "surprised" aboU! the culture of their patients

(16:3:9:1992). Still others do not recall the ehanges al ail and say"] can't l'ven begin to

remember, it seems that this hospital has always been multicultural" (34: 13: 12: 1992).

Individual practitioners voice a wide range of observations about the direction of change

in relation to the inereasing variation in the cultural needs of patients;

Nurse: When 1 think back to way back when, when 1 first came (pause)
this wasn't a culturally diverse institution in the way that it is now. 1think
in the early 70s, not only was the type of illness that the patknts were
admitted with different, but 1 think the baekgrounds were different. And
1 lhink it was when 1 came back (l'rom being on leave) that ] really
hecame ml'l/re li/ill to Ilotice that the patient population that we were
dealing with, the dientele that we were serving (pause) perhaps because
our sectors at the lime were in a differelH area, an area where a lot of im­
migrants come in to live (pause) ail lira ,l'illideIl it seemed III me that we
sll/rted hm'ill!i pClliellls j'rom differelll cullllrn ill the hospitlll more. Alld
very 11i/!Il. 1 tI//!lIIl / kllew Ilothill!i aholll a lot of these people alld their
hllCk!irtlul/ll.l· 1I1ld w/wre they l'lime frtlm 1I1ld / cali rememher heillg very
surprised hy .1'Otl/e IhiIlMS. (16:2:9: 1992)

Some nurses identified the changes as a problem of needing to know and act

according to unforeseen needs. For example, one nurse saw changes as an issue of

"knowing wherc to start":

Nurse Manager: l've been at (Universily Hospital) for thirty years, this
length of time so l've hccll 1111 ohserver of the cultural changes here and
the hartlest thill!i i.l· to kllOlv wlwre to Sll/rt. 1f you talk about culture as
being the country of origin, l've seen tremendous changes over time in
hospital personnel, patients, nursing personnel. When ] first came, the
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hospital was staffcd by hospital grads l'rom my own background .. , Over
the years that has changed enormously ... (36: 1:9: 11Jl)2)

Others saw the development of a changing cultural population as a matter of being

able to get used ta 'differences' in the setting:

Nursing Student: Weil l've I)eell/l(!reji".li\'l~."ears. ,l'I,·ï''e "el~llahie 10
get lIsed to the seuillg ... 1 mean there's a lot changes, so many pcoplc
speaking different languages, so many divcrse culturcs ... (29:1:.':199.')

Another nurse saw 'changes' in terms of exposure "over the years to different

si tuations",

Nurse: l've worked with pretty much every culture that is around at least
in this city. Being here (al University Hospital) and having trained as a
nurse here. l've been a bedside nurse for most of my life and over the
years, l' ve 11eell exposed co a lot of c/u/Ilges ami diJ./i:rlmt siullltùJIls.
(20: 1: 10: 1992)

One nursing student saw "the need to change my approach" as connected to

listening and reading about differing 'stories' of people in her care,

Nursing Student: 1 think the nursing here is very multicultural - 1 meall
l' m gellillg lIsed CO LI llOlV alld 1 listell co people' .1' .l'tories or rellli people' .1'

charls aml/mlll what killd ofhackgrolllui alld IVllllt kiml'!f'life they' ve led
alld it helps Ille co challge my appfoach ... like knowing if the person has
had a hard time or a hard life, 1 mean when you realize that you have to
aecommodate, like the language barrier (pause) but 1 l'ind Ihere's always
ways of getting by that .. , (18:2: 1: 1<)93)

Another practitioner did not feel they had seen the nccd for changes in thinking

and practice around cultural concerns in the health enviromnent. This practitioncr saw

clinieal practice as continuing in very much the samc way as it had donc prcviously. She

saw patient's conccrns not sa much in tcrms of whethcr diffcring nccds and cxpcctations

for learning and practice had bcen legitimatcd within the proccss of on-going
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dcvclopments in the hospital, hut whether indeed she should continue to expect "more"

changes.

Nurse: Wei/ I/l/~ [Jo[Ju/arioll /las dl//l/lIl'cl ([Jause) l've a/ways /Jeell /zere,
so liJr II/e, 1 Il/n'ell' 1 scell il as d,ll/IIIÙIIl. !l's al"'ays I)eell "do we ,wc II/ore
oJ iI~ POSl'ihly ... (20:11 :10:1992)

Other comments revolved around changes in terms of the'question of kllowing how

to get necessary cultural information l'rom the patient in order to competently investigate

relevant issues for daily practiee.

Nurse: If (in practice) you're asked to delve more seriously into certain
issues, then you need to find out more about certain cultures. How do you
get at//ze ù,/imnarion YOII' re lookinll Jor~ 1 dOll' 1 know ([Jallse) l' ve always
been /zere, .1'0 to me, ifs always been a United NllIùJlls /zere. l've Ilever
sec/! il less Illail Illal. But that's just me. (20: II: 10: 19n)

The voiccs of these practitioners tell of several happenings with respect to the

changes whieh have oeeurred in the population at University Hospital. On the face of it,

we hear that the hospital cultural climate has scen a number of changes. We hear that

people coming l'rom outside Canada have sought health services and treatment at

University Hospital and we also hear that practitioners themselves seek employment al

the hospiwl. These changing cultural events might also lead us to believe thatthe praetiee

and knowledgc necds for care would also fommlly change.

At times it ducs become evident that practitioners visibly see these population

changes in terlns of "language changes", "diverse cultures". and "types of illness"

(29: 1:3: 1993). And it does become elear thut praetitioners must try and "get by" and

"accommodate" the cultural changes (18:2: 1: 1(93). Practitioners also see that they must
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try to manage cullllrai care and Icarn whatever the)' can on Ihe joh (20:13:IO:19Y2:

1H:2: 1: 1993).

What is not so rcadily aniculated in the voices of Ihese practitioners, bUI is evidell(

within their accounts. is Ihe presence of a legitimate daim to mullicultural hcalth care

knowledge. For while practitioners do ,œe changes and indeed, embrace Ihe environment

in which they musI work, Ihe formai work that is organized for them and by lhem, and

is expected of them. is designed by the orthodoxy of weslern heallh care practice. And

the work of "gelting by" and "accommodating" cultural needs must be absorbed within

this orthodoxy. Il is Ihis orthodox policy framework which occupies and maintains the

legitimate space of health care and which subsequently delermines the everyday "gelling

by" practices and aClivities of palienls ,md practitioners.

4.2 Patient' s Talk

One kind of lalk which can be heard commonly amongsl palients arc reports of

various kinds in relation ta the experience of care they reccive in hospital. Many will

recounl stories of their progress and the experienccs of care and Ireatment they reccive.

Some of it lhey are happy with and saille of il lhey arc less happy with. They have a

variety of views on whm constitules a palient experiencc, whal happens and how. My

concern here is neither la affirnl nor disdaim patients' expressions of care, but rather to

explore the fornml practicf;:s wilhin which their e.xperiences arc embedded. Patients'

stories are the grounded experiences of sick people and lheir families. They arc loeated

bath from the inside experience of their suffering and within the specific organization of
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day to day health pracliccs. Their voices exemplify how their sickness experiencc not only

disrupls the f'lbric of lheir everyday personal lives. but also how these experiences are

inextricably inlerwoven into the structuring of a health cOIre system which ernbodies the

specific interests of western health care practices. They speak of the cnlcia1 everyday

workings of lrealtllcnts. medicalion routines, reports and smaller conversations with

varying officiais and health praclitioners, nurses, doctors, orderlies, social workers,

secretaries and al a lime when sickness and suffering is at the forefront of their

experience. If we look dosely we l'an discover through their words sornething about the

social COiltext with in which lhese activities are embedded. This is because patients talk

about illness as they experienced it in the past, what they experience in the present, as

weil as whal is looked lowards in the fUlure.

One of the most striking things about the many views of patients in in-patient

settings at the hospital is the appreciation and admiralion of the care they receive. This

is readily illuminated in the wide mnge of vocal expressions by patients and farnily

members receiving l'arc.

1 lhink the hospitals here are some of lhe best of the world - the treatrnent (pause)
there's no doubt thal the Canadian health system is, you know (pause) the besl.
(6:7:2: 1993)

They do everything for him. They give the treatment. My falher l'an do no wrong
... they helpcd him ... we took a good hospital. (7:2: 1: 1993)

They take l'are of you (pause) they tell you how to gel betler ... a lot of
benevolent people ... they tell you it for your life. (10:1:9:1992)

They are doing their best 10 help me ... They tried some more medication this
morning because the other wasn't working. They are very, very gooct. (5: 1:4: 1993)
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My mother adapts weil. She had three operaI ions 1 told you and Ihis morning Ihey
(Ihe doclor), told her they still don'I know whal's wrung. But il's nol likc she's
stressed, She's doing fine. He told her she's going to have more blood tests and
maybe x-rays and something else. But they are very good. 1 think it's one of the
best hospitals. The doclOrs are good. They are ail good. (3: 1:4: 1993)

We got in the neXI day. So thm was good. f'rum there we weill sl~'lÏghl to Ihe top.
(7:1:1:1993)

Patient: And like Dr. -- he is treating me now, he is very nice. And when 1 lell
him what shall 1do? Don 't WOITY - it is our problem. Il makes me more rclaxed
that he is worrying about me. 1can relax you sec'! (1: 1:4: 1993)

And when 1go 10 the emergency (pause) the nurses, they have ail the infomlation
l'rom before. Il is good and they can lell whm it is that 1 need for Ihe sickness.
They tell you Ihis is il. Tuke Ihis il is going 10 help. Somc of the nurses, they arc
wonderful. (1: 1:4: 1993)

Patient: My father he wus salisfied when he found out thm his doelOr was top
man in Ihis pluce, so he hud confidence. (7:2: 1: 1993)

Patient: They (Ihe doc lors) ure interested in the sense they're doing their job.
They know whal 10 do und they tell you. (R:2: 1: 1993)

Is good, oh the mediculions. 1have medicutions, evcry mOlllh, for the stomuch, for
the nerve, for that pain. The three (pause) neXI monlh, 1get the other prescription.
Is good. Doctors und nurses they helped me. (2: 1:4: 1993)

And yet many of these same patients und family memhers, nOlwithstanding

apprecimive uffirmations of the care they receive, struggle to underslund and muke sense

of Ihe proccss of giving und receiving treutment.

1 think they kimi of have 10 he (detaclzed) hecause there ure so muny people going
in and oUl of hospituls and you wish thut maybe they cOl/id he more emotional hut
maylle its hl'uer .f{lr them {o he a /iule illsellsitive /or their OWII - .f{lr them to do
tllCir joli da)' ill and day ollt - hewllse i/ YOlI .Hart !lettill~ too elJlotional with
patiellts. /ike liS for sure, every patient has '1 soh story and l'm sure a legitimale
one. But 1 find Ihal a lot of people thut go into hospitals, they say "oh they don't
care" (pause) they're just doing their job. Weil, muybe the doclOr spends two
minutes or muybe five. Weil 1can undersland that a !ittle bit - IJIlt there is maybe
a /iule hit 4 separation/rom people. (6:6:2: 1993)
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They dOll'lalwlIYs have lime whelllhey lell you .wmelhillif. 1got frightened when
l,orne 10 have chemo. l'Il have 10 take a pill to relax because 1 imagine l'll be
sick, more sick. Then he started giving me antibiolics and 1 become better. But 1
didn't really talk to him. They d01l'1 have lillle. Too mallY people. You have 10
IUlder.I"/lIl/lilhelll. (1:3:4:1993)

/ Ihillk doclors alld Ilurses, Ihey have 10 he illsemitive. /1 prolecls Ihem. When
people go to Ihe hospilals they have more hope than fear. Who wants to tell a
person that maybe soon he's going to die. It's hard. (16:4:9:1993)

With them (clinicians) you have instant communication. You might sec them for
20 mill/lles ill Olle day, IlItll/zey' re cOllslamly \Vilh you, Ihey talk la you, theyask
you C{lIl!.l"Iioll.l" ... (7:3:1:1993)

They're busy, Ihese doctors, they have so much to do ... (7:3: 1: 1993)

ln another vein, when many of the same patients and family members talk about

Iheir experiences of formai treatment at University Hospital, their sense of felt absence

l'rom the professional culture becomes apparent in anolher way. For example, they feel

that the health practiccs of whieh they are recipients creates a personally sensed distance,

and a lack of belonging amongst the muny intcrchanges which take place between

themselves and their caregivers. They will tell you that their sense of distance and

aloneness happens most visibly and is most acutely experienced through varying

difficulties of comprehension around the language of the health care profession. They will

tell you that medical talk, already complex in terminology, does not always come "in

terms that 1 can undersland" (17:5:3: 1993).

Notwithstanding these concerns, patients and l'amifies at University Hospital who

do not speak and undcrstand the spoken everyday language of the institution must cope

with several Icvcls of understanding around the meaning of their care. In two such

examples, Ihey must not only try to make sense of the semantics of simple word
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meanings when they are spoken to, but patients must also expect to understand and

respond meaningfuIly to the technical language through which plans for thdr care arc

communicated. As one family member put il:

Family Member: My father is in the hospital and he speaks only limited
English, ok - but he speaks English, understands, as long as you speak to
him at the levcl of whatever he's understanding and that Ilmy be grade 4
or 5 or 6. And then came the physician and said to hil11 "MI'. X, you're
situation is complex because you have a respiratory deficit on Ihe left lobe
and what you see in the x-ray is that you may have inllammatory process"
- [ mean that kind of ternlinology. And even me, [ don't always know
what's being said ... so give it to me in terms that [ can understand.
(17:5:3: 1993)

[n addition to this visible example of misunderstanding between the 'professional'

culture and patients who are cared for there is a less visibly perceived reality. What we

also see is an unquestioned regime of practice which is inextricably interwoven within the

practitioner-patient exchange.

Patient: Yeah, lots of people here especiaIly al'ter the operation. They put
the tubes here .md here and here. They teIl me before 1 need operation,
they explain me [ need many medicines.

Interviewer: And were you able to understand what they were teIling you'!

Patient: No. Not understand me. But everyone very nice here ... speak
English. The English language in my country Ohere) 1 had the schoul for
the English.

Interviewer: Do YO/l kllow whm is Wroll!l? Why cNd Ihey do l!lis
operlllioll? (Interviewer gestures to operation site).

Patient: Eliwr/{cllcy hrill/{ me hue. 1 Ieli Ihem 1 110 sick. l,Hay home.
Mayhe yes, mayhe 110. 1 Ihillk so, 1 have Ihe callcer. Bill maybe (lhey)
brill/{ me hcre j{If Ihe illfection (2:5:4: 19(3).

Notwithstanding these struggles tu understand and make sense of the care they are

given, patients will alsu teIl you uf other struggles which are a part of their lives. For
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when many of these sarne patients at University Hospital talk about their experiences, the

life experience which is ingrained within their disclosures also becomes visible as they

talk about thernselves in the health care world tlHlt they begin to enter:

Patient: 1 corne, my country, 1 born in Yugoslavia. You know, now the
war in my country, my brother to Germany. No see my brother, now the
war there the people is the doctor. No rnedicine, nor no make the
operation, must make the operation with the kitchen knife. Cut the legs,
like that (gestures with hands). My daughter caught in machine gun
(pause) Just close the operation, no problem (pause). No dead, is no dead.
Just lose the legs. the operation was very good (pause) very, very, very
good. (2:9:4: 1993)

Patient: l'm no important for them (that country). Nobody try for me. Too much
suffer, tao much suffer. Too much. Now 1 get help (pause) government money.
Canada is goml. 1get help the hospital. (This) my country, opening door, take me
as citizen. (2:2:4: 1993)

Patient: Today, 1 am here almost 25 years ... 1 come l'rom Prague, what
is that (pause) revolution (pause) 1 am trying my best in this country.
Nobody is here (pause) My sister, my brothers stay in Prague. 1 see my
sister 1969. (5:2:4: 1993)

And when we go on and hear more of the life stories of patients and families at

University Hospital, we also become aware of what Arthur Kleinman has described as the

"Iived flow of interpersonal experience in a deeply panicular local world" (Kleinman,

1992). Taking this dcscription further, the conccrn here is not how these experiences

become 'reducible' to 'culture' or culture specific care, but how the need for cultural

understanding may be seen within the organized practices of the health care system. In

this vein. Kleinman has argued:

... these facets of social experience situate groups and their individual
members along axes of power such that the.lim.'(! of macro-social pressures
- economic depression, war, forced uprooting, ethnic connict, the social
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structure of illness and disability is syslematically anenuated for some and
yel not acccntuated for others (Kleinman. 1992. p. 10).

At University Hospital. when we hear patients own accounts of Iheir lives and Ihe

backgrounds, we hear such stories of 'social experiencc, stories of uprooling, personal

conflict, incarceralion and persecution. It also becomes possible to consider these patients'

stories in connection with the daily organization of health care work.

Patient: Weil my mOlher is Ukrainian origin, born in Canada and my
father was born in the Ukraine. 1 don 't know much about my falher's
family. He left when he was sevenleen or eighteen. He never talks about
it ... We think Ihey (his family) died in the camp during Ihe war.
(15:1:9:1993)

Family Member: For my family, you have to look at a person's not age­
but from where they come, from where they come, from where they were

brought up, how they were brought up. A person from a small village in
Italy Iike my father's, maybe 300 inhabitants knows what it is if you don 't
eat ... so if you know Ihe background. (7:5: 1: 1993)

Family Member: My mother is Ukrainian and she moved here from
France 35 years aga and my father is African American, who was born in
Harlem New York. And weil, l'm a combination of many races. 1 guess
1 know something about racism. (6: J :2: 1993)

Patient: My mother and sister in Sri Lanka. They, now must not leave.
My mother very siek, very sick bad. 1 go baèk, maybe 1 go to jail.
(14:1:10:1992)

Patient: 1 am Portuguese. 1 arrived here 'll the 'Ige of 12 or 13. 1 forget
how old, just that 1was very small. Il was very scary ... al the beginning ­
almost shocking because over there you 're very proleclec\. You don 't just

go out alone ' it was different - even going out, at wcirk for speaking out ­
you couldn 't speak OUI there until your turn - you had to he very meek

and slay in the background. (12:2:12:1992)
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Patient: 1was horn in Canada, you sec. But my father who was born in Lithuania.
Was in prison hefore he came here was suffering a lot (pause) when just he came
here. (13: 1: 10: 1<)92)

These preceding expressions of lite stories are multivocal. Yet these extracts from

interviews with people seeking health eare al University Hospital retlect one common

fealllre of the hospital experience - they exemplify not only how special1ife experiences

accompany people who enter the health care world, but how these facets of social

experience situate groups and their individual memhers along many levels of power.

As we have seen here, the talk of patients at University Hospital may be

understood in a variety of ways. But 1 want to argue here that their voices reveal the

workings of a set of priorities and interpretations within the regimes of formai health care

practices which do not fully account for the breadth and depth of patient health

experiences. For in addition to these patients' descriptions of their efforts to understand

and make sense of the time managed constraints which hinder meaningful exchange

between themselves and their practitioners, is their asslIl1lcd position of separateness from

the means of health care decision-making. If we listen to the words in patients'

descriptions of these dinical accounts, the word "they" becomes a focal point of reference

from the perspective of the patient around his or her health care experience. This

observmion leads us to consider the organized social practice within which this language

usage is embedded. "They" as perceived by patients. we might argue, are the health care

authorities. the keepers of knowledge, the process of which is being related in these

accounts.
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Although patients know they IÏnd the essencc nf lifewnrld cullural knnwlcdge most

readily in relationships. family. friends and cnl11munity. those whn bdieve that ail

knowledge is received are more apt ta think nf lhemselves as recipients of a clinical

authority which is the source of absolule truth. As recipients of the authnrity of formai

health care knowledge. patients orten expect and are cxpected ln acrcpt the mandates of

the eare and treatment they receive with unl]uestioned agreement on choiees and

deeisions. The following examples from my field work help to illul11inate this point:

Family Member: The operation was successful, they removed lhe tumour
and ail that and we asked why should have lhese treatl11enls. And the Ilurse
explailled that j'OU dOIl' t Ilccd il. IJIlt if j'OU Il'lI/lt to illc.'rl:ase j'our c:/U/IICC
of Ilot MeltillM it (callcer) tt's helter jf'r him. Sn at home 1 was explaining
to him (my father) right then, read the pamphlets, read the protocol, that 's
what they said to do ... he \Vas worried allii/tt losillM his hair IJlIt his doctor
actlla/lj' aS.\·ured him "You \Vil/Ilot lose j'ollr IlCIir. I!'s WlitlM tOIllClyhe thill
oll! a !Jit. wlzich is ,wlIletimes Wllld (j'j'ou /WI'C Cl lot." So tha!'s it .. other
thall that? (7:1:1:1993)

Patient: He took my blood. We kept there two days. 1 want to sec him,
My sister und my niece, they stayed with me uillil 3 in the morning.
Sometimes they tell you need medication, treatment. At 6 o'dock 1go for
the x-ray, They maybe rake one minute. They arc busy. they don't huve
time to wuste their time. But this one minute, it will help you to continue.
The doetor will come check me. lie will allswer olle questioll (pcmw) try
alld hear \V/lClt Ize is sayillM. (5:4:9: 1992)
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Clinician: It is important to take the medication three times a day and one
bcfore bcdtimc. Dr.. will follow you and keep LIS informed of your
progrcss and trcatmcnt protocol.Jf thcre arc any other symptoms we will
changc your mcdication.

Patient: Thank you doctor (pause) When you arc sick like this you get so
scared. Lik/~ YOIl walll to k,IOW wllat will Il//ppCIl. rOll walll 10, likc you
dOIl't walll 10 ",orry, YOII "'alll 10 .I"/c!Cp.

Clinician: If there is no change in the medication protocols, we will get
in touch. In the mcantime you shouldn't worry ...

Patient: One day they see me. they say Mrs X, they say 1have a problem
with ... muybc infection. Muybe 1 have opemtion on the lung. He
(clinician) speak on many elements, he say many, many things. 1 must
have the operation, infcction, too much blood 1 cough. 1110 likc (callccr)
(bl/t) 1 /1/11.1"1 havc thc opcratioll, 1 .l"carcC!. TIl/II's il ... for my life.
(2:1:4:1993)

On first reading these preœding accounts of paticnts' experienœ of iIlness are an

immediate instancc of suffcring and the fear which ortcn accompanies sickness. But again,

what is also heard in these accounts is the message of conveyed 'rightness' of the

trcatment regimc in which both patient and pr<lctitioner participate. These ideological

dimcnsions of fomml health care knowledge become filters through which patients and

fmnilics think about and interpret the health care world. Many do not readily talk about

or inscrt into lifc at University Hospital, the variations of life experience and other kinds

of knowledge they have aClJuired. The dichotomy they make between what 1 am calling

here, formai knowledge and the common-sense knowledge of patients, reflects the world

thcy know and expericnce directly und the dominant ideas and images that are designed

externally.



•

•

119

What these accounts convey to us is not ncœssarily that formai mcdical

knowledge in the fonn of these ideils is wrong or misleading in content. lt is that, at

times, these dominant idcas and imagcs claim a distancc l'rom paticnt's and familics'

special sense of what might constÎtute hcalth knowlcdgc. Othcr kinds of judgcmcnts and

capacities are called into question, leaving the sense of .unbiguity and ambivalence which

can be heard in the voices of patients.

4.3 "Certain Things That C1early Help Healing"

Bearing in mind these latter concerns, 1 want next to address a differing kind of

talk. It is the kind of talk which is sometimes heard in the fonn of patients' self­

disclosures about their own particular methods of takillg care of their health as a praetiee

which happens olt/sùle the formaI system of care.

At the broadest level, these practices of health eare whieh l'ail olltside the

mainstream orthodoxy of eare are often associmed with whal patients will tell you is

"common-sense" or "something my mother taught me" or "somelhing in my culture".

These 'col1unan-sense' practices which patients talk about arc acquired by the 'JUill in

assumption of having to manage several layers of health care knowledge. This in lUrn

means that there is a separation between formai onhodox knowledge and thc kind of

knowledge whieh patients will tell you they associate with 'Iearning l'rom life' or

"growing up with" and whieh they have experienced through family, community and the

many moments of life's smaller conversations. Here wc arc not then specifically bound

to a knowing which belongs only to life ways and folk ways and traditional ways of doing
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things. Hcrc wc arc conccmcd with a way of knowing which is quite distinct from the

formai mcdical knowlcdge found in textbooks or in formai health curriculum'·. The

conccm here is with a Jess visible forrn of knowledge which is intricately il1lerwoven

within cOTnmunity. family and relationships of cultural practices. In particular, 1 am

interested in the interaction between these personal and unique ways of knowing and the

formai health care knowlcdge which structures the patiel1l's persona! illness experience

in the hcalth eare setting. The overall task here is to make visible the organizational

processes that are occurring wh ich often function to conceal the patient' s alternative

knowledge, regardless of the good intel1lions of the individual practitioner.

ln hearing the following patient accounts it will be seen that from many patients

perspectives, knowledge regarding treatment and illness in reality, often works at two

differing levds of understanding.

Patient: So then 1just started reading, you know ... it's hard to explain (pause)
there's your killli of infomlation, the kind you learn, you leam it in school and
then there's what 1 know. 1mean '" you know, 1 find there's a lot of knowledge
about nutrition - well we kllow Il lot, h/ll 1II(/imllllwe/y the)' dOll't emphasize il, 1
think cnough in hospitals. (7:2:2: 1993)

For patients who have experienced differing Iifeworlds in relation to North

America, common-scnse knowledge has a special place, in that it comes from living and

working in m:tivitics that are embedded in expcrienccs of extenuating circumstances.

Somctimes this cmbcdded knowledge becomes apparent in the immediacy and vital

momcnts of the need for treatment and eare. As one patient put it:

Somctimes medicine for stomach good, hcre it no look good, the vomiting very
strong. 1go to emergency (pause) very strong. At my house, my place, 1 have this
medication, you take il. The best thing in Yugoslavia, the best drug.
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Interviewer: Can you buy it here in Canada'?

1don 't know, Because the Yugoslavia give it out, the people sell this, thc people.
(2:190:4:1993)

They use the herbs (in China) ... 1 don 't know the name because usually we just
know the Chinese name ... You eat il with riee and vegetablc. Il's a kind of
medicine. Il is not that fast because they want to balance the body. Need to
balance the body, Chinese way. (28:6:9: 1992)

Sometimes 1would get the worst pain in my wris!. 1saililo mysell) look, l'm nol
l'm going to do something else for this. So 1 saw a chiropractor three times a
week and the pain just went away. (7:5:2: 1993)

Sometimes common-sense meanings of health care vary in that, they rclate to a

way of assessing or judging a situation on the basis of what people have seen or know

to be true. Il is not only a phenomena associated with traditional beliefs and ways of

doing lhings, ralher it grows out of the wisdom of lived cultural and biographical

experience. For example, some patients and l'ami lies believe you can assess the 'trulh'

more reliably if the person is, in body and mind a demonstrable example of good health.

Like my grandmother. She came from India ... she knows a lOi Ilct:Uusc slzc Izas
sccn il. 1 bc/icvc wlzal slzc says. Slzc knOlvs abolll ail 411wsc sickncsscs. Slzc
didn'I Icam il in lI/1Y sclzool, slzc .iusl knows wlzal 10 do lI/ulwcll, if you' rc 92 ...
(16:9: 10: 1992)

If you want (pause) ifyou arc conccflwd alwlIl IIcalllz, you SllOUld 110 10 a pcrson
1I1111 is IIcalllzy. That has radiant health, that's content, that knows life, that's
aware, you know. l'd rather take advicc l'rom a person Iike lhat (pause) .1"0 one of
Ilze lhinllS IIIC/t"s lackinll is l/w app/icmion 4 your own knOlvlcdllC. (6:5:2: 1993)

Il' .1' IIl:cn /IlY common-scll.l"C Ilzal IIa,~ lIoUcn IIU' lIIroullII ... yml .~cc a person wlzo
doc,m '1 drink and Izc docsn'I .l'IIlOkc a)l{1 you .l'lIY wcll mayllc IIIal' .1' il. My dad
smoked ail his Iife and there was this guy and he said look, you can have more
pain. You know you can do something. But my dad couldn't stop ... 1can relate
to this now.
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ln many of the workings of hospital cOIre and lreutment regimes there exists the

underlying assumption of a barely visible conceptualisation of personal health experience.

The vital moments and mediations in everyday life are not always readily and l'ully

visible. In health cOIre practice, rather lhan a process of working with these affinnations

of taeit wisdom, getting weil is orten exclusively related to actions based on the

legitimization of explieit medical knowledge. Clinical tasks, trealment protocols are

designed to fil the medical framework, and thus clinieians are trained to exereise the

fïltering down of medical knowledge. Patients and families know that they must expect

and be expecled to accommodate the formai medical framework. They also know that

they must learn to make choices between which characterises much of medical COIre, and

a less visible but every-present 'other' knowledge.

As one family member states:

1 asked the doctor, 1 said - and you know she WOlS overweight, and she just had
an operation and everything (pause) and 1 asked him, 1 said "doctor is there
anything she should change in her lifeslyle? ln panieular her diet, you know,
because what you put in your body generally. you know, affects your health. It's
the main thing lhat affects your health. You know. So fIC sa)'s, weil, the North
Americllll diet is just fine. Ami fIC didn' t sa)' nothing abolit vitamin A,
betacarowlll! .l'ou know, and li)' taking extra vilelmill C to help start Ilew tissue ­
nOlhing. And Iike, this stuff l've known. 1 mean 1 didn't study this stuff in
university. 1 read this stuff. l' maybe learnl it l'rom my grandmother. You know.
You COIn read it in the libraries. 1don't learn it l'rom the North American system.
So he .H/YS, the North Americall diet is .fine, which is Ilot true. Ma)'be he was
tclllght thm ill his f1/cdical sc/wol text/lOok alld ma)'be il' s Ilot his fauit
individual/y. Bill .l'OU know there lire certain other thing.1 thm ciel/rly he/l', (pause)
cil!l/rly helpfwaling and ail this (pause) he didn't say nothing. That's ail he said.
(4:6:2: 1993)

From lhis fiunily member's account, il becomes c1ear that some illness and health

meanings have a highly valued role that extends in patients' minds beyond the boundaries
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of the health care system. It is not al ways Iegitimated by what the mainstream onhodoxy

can teach, but by what you can teach yourself. Sometimes patients can tell you that they

have a kind of wisdom which is learned and understood through extenuating

circumstances or by what has been learned through the 'school of hard knocks'.

Weil it was probably (pause) it was very (pause) it made me realize a lot of
things. There was a lot of things that happened because of my mother's illness
(pause) it triJiJicrcd Il lot 011 illY OIVIl jJastlllal iJelll/lf ill lI!rlllS tif IIcl/lIirillJi
kllowlcdJic about human health, what's good for you, what's bad for you.
(2:6:2: 1(93)

Sometimes the mainstream onhodoxy would appear to be challenged by the

alternative beliefs and accounts of practices which we hear expressed through these

voices. It becomes challenged by another l'orIn of training and experience, an alternative

way to conceive the world as knowable and familiar and give it a personal truth.

My mother comes down l'rom Argentina ... so they were using this kind
of herb. 1 don't know what it is, but something she was drinking ... shc
didll' t tell them hcrc ... il' S mild YOIl kllOlv'! It just calms your ncrvcs ...
(pause) you mix it with water. Il helps you slecp ... and the tisane there for
them (my parents) that's so common. Then there's another herb - a
medicine that she grew up with l'rom her country. Weil (pause) call1omile
lea, thal's more or less regular. (4:4:4:1993)

Yet despite the presence of acquired wisdom and the daim of many patients who

recognize and validate solutions l'rom others who arc 'health wise', patients are also c1ear

that they must utilize this wisdom within a subterraneous world of 'other' knowledges.

For example, when alternative ways of ,tpproaching illness and health are practised,

patients will tell you that they do not speak about within the professional heallh care

environment. Alternative knowledge is maintained hy l'ami lies and patients within the

private realm. This creates a disjuncture between the voice of medicine and the voice of
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the lifeworld which comes to be heard in the voiccs of many of the patients and family

members at University Hospital. The following examples from patient and r,"llily talk

illustrate these concerns:

She (my mothcr) started devcloping some kind of bladdcr, kidney type infection
and they had in hospital for 10 d'lYS. They gavc this drug. 1 don 't know what the
heck it was ... (thcn) 1 went ta Chinatown & 1 spoke to one of the doctors and
said listen, shc has urinary tract infection. Do you have something for this? So he
givcs mc thcse - you know, a little box of $2 a piece for like 30 pills or whatever
- anri it's basically organic and herbai - just as a herb can kill you if you know,
a herb can be poisonous (pause) weil in the same way, it can be healing to the
human body, you know. 50 1 cohl my motlwr. liN offi/wse pi/l.v thatthey're giving
YOII, tlwy' re 110' lI'orkillli. 50 .l'he weill off. hlll sile didll't telliler doctor. She took
(pause) Ihcre arc like 5 little black pills, wh.tlCVer, you take 5 of them 3 times a
day. Shc wcnt back to the hospital, they did the test and the infection \Vas gone.
Thcy COII/dll't jilillrc olllllOw. (6:3:2: 1993)

Pierre, one man 1 know of, he has actually cured a lot of people of cancer ...
maybe it's hard for some to believe. He had a medicine ... it's not expensive and
the way it works is, it's an immune enhancer ... you go and get it from these guys.
YOII dOIl't celli/le doccor, mayhc thc doctors kllOlv. maylJc 1101. (6:8:2:1993)

Maybe use Chinese medicine - balance the whole body. Y'know if you go to
Chinatown and pass the Chinese herb shop. They have a doctor in there then
they'lI see what's wrong with you and they'lI come in your house, see your pulse
and your blood ... In the western medication mayhc Ilot good, nccd ta ask
permissioll liOl·cfllmclll. (17: 1:9:93)

1 did ask Dr - like. you know, 1 said. 'III these complications she's starting to get
... Anyways, he s'lys oh, of course, chemotherapy is highly toxic because your
Iiver - it's the dctoxifier in your body. It's the thing which has to work really hard
ta detoxify anything Ihat's not good for you ... And 1 didn't want to disturb him
he was l]uile busy, but what he said was, the way he put it, was like a eue for me
... sayù11i CIl lIl)'Sclf, this is Ilot it . YOII' d /Jeller star! /ookillli somewhere cise.
(6:17:2:93)

From a broader perspective, what we are aise attempting to understand is the point

of disjuncture in the \Vay in which the medical modcl is embedded imo the lifeworld of

patip.nls. Il is not that clinicians and putients choose 10 disregard those they care for and
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the alternative views and experienccs they bring fonh to thc hcallh carc cnvironmcnt hut

it is argued that thcy too are conditioned within the arrangcments of thc fon11al

knowledge which directs health care practice.

Thus in the disCüurse and in the formaI practiccs thcrc arc dcpths and complcsitics

of the way of health care knowledge is organizcd which intcrposc hctwccn local

actualities experienced by patients and tcxtually mcdiatcd clinical rcalitics of mcdical and

nursing regimes of practiœ. The.~ ideological filtcrs have the cffcct of subvcrting fonmll

aspects of other world understanding. Patients' expcricnces in the form of pcrsonally lived

experience and wisdom are not always made readily visible in thc continuous shaping of

the 'aura of factuality' (Atkinson, 1988) of clinicians routines.
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CHAPTER FIVE

IIEALTII CARE AND CULTURAL MODIFICATION

IN NURSING PRACTICE

5.1 Retlexivity, Culture and Nursing Practicc

Some nurses do retlect on their own assumptions of medical practice and will

readily recall misunderstandings over what they say. are "contlicting orientations" of

models of patient carc. Some will tell you that their efforts 10 maintain and uphold the

medical orientation by which they were trained, and which originally served as a direction

for their nursing, doesn't always work. As one nurse put il:

Nurse: One patient 1had a number of years ago in the day center, a young
Spanish girl, and she was quite psychotic and her family had come from
the Busque areu of Spuin ... and they aClllully took her to their local healer
in their area und went through some ritual with her to have her cured
because they almost believed she was possessed and that was the first time
1 had ever nm into unything like this ul/d 1'/71 sort of ,wyillg 'but my
medicatiol/',r liood' ul/d tlze fumily wou/li ,\"li)' "oh no, oh no, someone has
done this" (to hcr), and 1remember going to the doctor and saying they're
ail delusional, the whole family has this delusion, "what are we going to
do?" and 1 felt Iike the outsider because it was something that 1 didn't
know und 1couldn 't reully understand ..... (16:9:3: 1992)

But with other practitioners it sometimes becume evident thm their practice was

retlexively shaped by the dominant health care puradigm. Another nurse expressed to me

a cuutious view of the notion of incorporuting thc ·patient's beliefs and traditional ways

of coping with illncss into their everyday nursing care. This view was shared by severa!

of this nursc's collcugucs. As one put il:
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1 think (treatment) cuts into the culture in the ritual that they observe. But
as to their understanding of the disease, 1don't think it's particular to any
one culture. Their acceptance or denial of the disease may be a
psychological problem ... in some ways, cancer affects differellt cultures
somewhat differently, 11111/ .~lilI Ihillk Ihe mcl hiI is 11011' IIII/(:h acceplllllcc
of Ihe diagllosis alld hmv lIlllch they are wil/il/g III work wilh c:am:l!f ami
stayil/g weil. (3R:4:4:1993)

These practitioners engage with their clinical world ll.\ if it were correct by

definition of its reality to them. And within the process of this 'self-coilScious'

engagement, they act and practice on the basis of that perceived correctness. Other

practitioners believed that alternative healing methods and the culturally rciated practices

brought in by their pUlients and families might \York out in the ward under certain

permissible conditions.

Nurse: There's (still,?) we find in sorne of the Eastern cultures or the
Oriental cultures, a lot of belief in, 1 don 't know if you want to cali it
folklore or whatever ... hw ill Iheir ditferelll healillg, their dif[erelll
medicillallrails(?) Ihllllhey have, wl/Creas Ilwy IISl! rI/C,~e ami as 10llg as
il' .1' 1101 prescriptioll drugs Ihlll they' ve IJrollghl ill [rom Ihe owside il' .1'
al/owed. They .HilI elld IIp rakillg Ihe meclicllliolls thlll are prescrilJecl for
them here on the floor. (15: 10: 12: 1992)

Then you have other people, there are Chinese who practice holistic
treatments here (pause) and they won't take any of the l11edications and
Ihey JIISI prescrihe 10 Iheir OWIl IIO/iStic Ireall/Wlll.\· Ihlll they hllve hw Ihey
are ,Hill lellded here 011 Ihe }700r. (14: 10: 12: IlJlJ2)

And in another interview between my self and a nurse, alternatives to standard

treatment regimes were "allowed" from the perception of reality of the practitioner as long

as the 'orthodox' regil11e was unaffected (14: II: 12: IlJlJ2). This nurse also raised the issue

of "Iegality" with respect to alternative healing:

Nurse: We' ve Iwd [ailh healers elc. come ill hae 10 relld 10 pllliellls as
IOllg as il's 1I0tMIIg illvasive Ihlll collldJeopllrc/ize their heallh .1'0 10 .l'peak,
when they are in the hospital ... and 1 thillk il Illls to do more wiIh
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leliulities thull uIlythÙ11i cise ... wc' re [Jrelly o[Jell in allowing ail sorts of
different things ...

Interviewer: How do you think that came to happen'! Because it is
interesting that there's a sort of openness to alternative treatments.

Nurse: 1 don't know why it did. 'just have a feelillii [Jrohahly hecause
termillal il/lll!S.ds, , meullthere's 110 hO[Je thlll it's IiOÙ11i /(1 liO 011 after a
[Joillt (/lui .WI why woulcl you eve/l /llke thlll hO[Je awuy fmm the [Jersoll. 1
rnean if they hope this is going to help them and if their belief is strong
enough, w//(".I" to say i!'s Ilot liOÙ11i /() liive them ullother week ([Juuse) alld
, t/tillk t/llI!' S pm/wbly why we' ve /lever wit/lllrawll U/lythÙ11i like t/zal.
(16:9: 12: )992)

This nurse also wnrried about the lack of existing knowledge around nursing patients

l'rom other cultures, noting "there are a lot of sub-cultures that are different as weil"

(16: 10: 12: 1992), arguing further "that even if edueational videos or booklets "couId be

broad-based" with "pointers that are important" (14: 10: 12: 1992) it would certainly help.

Speaking about needing more education this same nurse related an experience of

a case which she described as a learning experience. but which also posed a clinical

dilemma:

Nurse: (the patient) was a young man l'rom China and he had been here
for about a year and his wife had come over ... and he was diagnosed with
cancer of the stomach (diagnosis changed) ... But the big thing was that as
his condition started deteriorating that he should die with his clothes on
and the problem was that. he was diaphoretic ... they (the farnily) wanted
an undershil1. a shirt, shoes, socks, pants and everything, plus he was
incolllinent17

• And so he had to be in these clothes 24 hours a day, so we
wrote up this nursing care plan - 1mean this was the most important thing
(pause) if nothing cise happened, this patient is to die with his clothes on
... and his wife came in and she measured him - it was supposed to be a
suit but because he deteriorated so fast. they didn't have time 10 get this
suil. (pause) And he was Iying there, totally aware of ail this, and she's
measuring his legs and his ehest, and he seemed complt:tely unperturbed
about il. (pause) But that was the only thing that the family focused on.
That was most important thing to them. So wc would dress and undress
him cvery time wc washed hil11 ...
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Interviewer: And what was it likc for you. going through Ihal proecss?

Nurse: ft was much more fulfilling, 1 think. than just giving him can: ,..
this gentlcman died and he died with ail his dOlhes on ... so the impact on
me was tOlally different ..'

Interviewer: Because you had a newly leamed ...

Nurse: These dOlhes became a part of him (pause) it bel'ame a part of this
total person and lhe family (pause) we couldn't have done anYlhing more
for him than lhat. 1 mean if we had done absolutcly nothing cise. other
lhan having him die and be wrapped with his c10thes on ... and we did
that, and the impact on me ... 1 mean, it was lotally. IOtally differcnt.
(14:5: 12: 1992)

And yet this same nurse later told me lhat lhe belicfs hcld by this particular family

about wanling to take eare of their dying rcialive in their own speeial way, "posed a

c1inical dilemma". The family's way of carewking was a situation which did not get full

support from "lhe team". Il was "solllething which needed to be discussed" and

understood and which "we had to come 10 an agrecmcnt on" (16:5: 12: 1992).

Nurse: This was lhe thing thal we had to COIllC 10 an agreement on.
Because the other problems didn 't seelll to be problems, aill/llu}ih SOllle of
the Ilurses, /thillk al the tillle,fe!t you kIlOlV, this is more (~r U Ill/ssle what
we' re t/Oilili ami waillet/ the all/OU/ll of work il took, it \Vas because he
was incontinent. But al the saille time, you knew this is what they wanted.
This was the only thing that was importanl to them. mayhe it wasn 't lhe
right way. - like maybe his hair had to be combed lhe right way for you,
but for them. it was (having) his c10thes on ... lhat's the rnemory the
family is going 10 have ... (14:5: 12: 1992)

Pmctitioners al University Hospital rcudily ucknowlcdge their cxperiences in terrns

of the misunderslunding und ambiguity which sometimes fuce them in their daily clinical

encounters. Some practitioners worry ubout rnisunderslandings betwecn themselves and

their patients in rclation to unfmniliur customs and traditions. They worry about the

contradictions which sOllletimcs appeur within social and cultural exchunges which they
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sec as inextrieably interwoven with patients' expectations and responses responses around

the quality of care they reccive:

Nurse Manager: There is an example that has stuck in my mind. There
is a cultural situation that not only was a necessary part of that particular
culture, which was in this case, Jewish Orthodox. There are people for
example, in other cultures that have a great value in showing gratitude by
giving. And very often it is, by giving food. Food is a way where we
express a lot of things and we can see it during Christmas ... What is bad
associated with this'! (pause) the gift-giving of and especially of food and
the gift itself! (But'!) the cullure of the institution is that if you give me
a gift you maybe try to bribe me (pause) ,;0 this is one thing. The second
thing is if you give me food, [ really don', trust, you know. cleanliness,
taste of food and so on. And what happened in this particular instance, ail
of these components existed. For one, people fell, the nurses fell and
physieians that they were being bribed by the gifts, and the food. il was
even worse because they didn't eat it, it wasn't their kind of food.

Interviewer: So there was a kind of cautiousness in that respect'!

Nurse Manager: Defïnitely, [ think there is, at times like this where the
family, in this case [ think realized, and at times was very hurt, when these
offerings were not accepted. The staff was insulted, offended by the kind
of offering the piece, the slice of cake was insulling ta sorne of the staff.
While for the persan who had bothered to bake it, and put a lot of
affection into that cake and wanted to give everybody a sliee, it was a big
dea!. So, that area needed a lot of exploration and explanation (on) both
sides ... (17:7:3:1993)

Sorne praetitioners will tell you that they have difficully in understanding and

accepting the differing beliefs. and customary ways of approaching illness and treatment,

of sorne of their patients. These kinds of statements can often be seen as operating

reflexively, as practitioners atlempt conceptually ta coordinate their own organized beliefs

within the onhodox heallh care paradigm. For example, the daily routines of hospital and

ward life enCümpass within them an assumption of 'normalcy' by practitioners in relation
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to c1inical protocol and procedure. For many practitioners this assumption constitutes a

finite province of clinical procedural meaning.

Nurse: There are patients who've refused treatments, if vou think of
Jehovah 's Witnesses 11'/111' ve refllsed !JIood Crall.lfllSiolls. li lor (!( cimes lI'e
see char ill ollr lIrea. A/lli .llIrprisillgly, they did pllll throllgh the slIrgery,
II'here YOIl thillk they'd get illlo seriolls trolliJIe (plllI.W) .wme/1II11' they did
pllllthrollgh. But religious beliet"s, 1 think is a problem in that (treatment)
context and you have a hard time to understand why people arc so touchy
on certain subjects. (20:4: 10: 1992)

Nurse: We had an issue the other day - a family situation where the
mother was being treated in our area and was developing problems based
on her treatment. And wc were trying to IÏnd out l'rom the mother what
she was actually feeling and experiencing so wc could do whatever was
needed to be donc. And the relatives were there telling the mother that she
wasn't feeling the way she said she was feeling and then hlaming us for
trying to have the mOlher talk to us, and we were saying, "you know, if
you're having this kind of symptom, let us know" and (then) having the
daughter saying "no, don't worry Mom, you'ce not having these kinds of
symptoms" and (saying) "don't tell her these things, it's not good for her".
So that was a difficuIt issue, (20:5:10:1992)

Nurse: Another issue that is sometimes difficuIt to handle is the whole
situation of the stalUs of women in certain cultures. Where women arc
considered less than men and therefore arc not allowed to make decisions,
and arc not allowed to participate in decision-making. And the husband
makes ail the decisions (about the treattnent and carel, asks ail the
questions, solves ail the problems and won't allow his wife to come in and
talk about what's bothering her ... (20:4: 10: 1992)

Sorne practitioners, who in the routine of their daily practices, encounter patients

and families living with the experience of a Iife-threatening illness will tell you that they

cannot always find ways of understanding or knowing how to approach the caring of a

patient who may be dying. Questions about family management of the cancer experience,

they find, arc sometimes limited by their inability to make useful sense personally, out



•

•

132

of Ihe patient's tmditionally defined needs and expeclations. Contemporary theoretical

modcls of psycho-social care" for example, which advocate talking about feelings, they

do not always find useful realistically as a "truly caring approach" (22:3:9:1992) to the

patients and families they encounter.

ln the following dialogue, a nurse who routinely takes care of patients and families

who know a family melllber may not survive an illness of cancer, speaks about the added

level of difficulty in "nol knowing" (20:8: 10: 1992) the special needs, in order to he1p and

support a falllily as they Iry to cope wilh the dealh of a loved one:

Nurse: 1 think, if you're lalking about the whole issue around death as
something Ihat we on this ward deal with on a daily basis, there is the
issue of pain and the issue of how 1am going to support my falllily, how
is my family going to manage when l'm no longer here. And there is the
issue of who is going to look after my children now, while l'm sick and
huer when l'm not around, my husband's not going to be able 10 do it or
vice versa ... If you're thinking in terms of different cultures, it becomes
even more difficult ... and if you're talking about Anglophone or
Francophone (patients) it's probably a lot casier to get them to talk. But
the minute you get into sorne of the Asian or Eastern countries, it's almost
a taboo subject.

Interviewer: So then what happens?

Nurse: The dying process lends nol 10 be mentioned, Ilhink lruthfully. Il
doesn'I tend to be idenlified as much as it needs 10 be (pause) 1 Ihink if .
Ihere were something grossly wrong, it would probably come out, but it's
not something Ihat' s addressed routinely by those cultures. (20:8: 10: 1992)

Sorne practitioners see solutions to these differenees in understanding Ihrough,

what they describe as "Ilexible options," (17: 10:3: 1993) within pmctitioner-patient clinical

encounters. Speaking within the province of meanings surrounding health care, Ihey focus
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their concerns around what they scc as being "a particular approach (which is) rCljuircd

to allow for flexiblc options". A nurse practitioncr cxplains:

Let's say a person in her forties has advanced cancer, with two childrcn
at home and a husband. And she comes to thc physidan aad thc physidan
says "weil, 1 have three options to olTcr you. Onc is convcntiona(
treatment. The second one is convcntional with somc advanccd
radiotherapy('!) and which we don't really have cnough statistics to tcll
you that the results will be so much bcttcr. 50 the Iife cxpcctancy may be
the same as the conventional, but there's a chance that it's a little bit
better. And then there's the third type of therapy which wc don't know
anything about and il's very rough, but who knows. 50 nt this point, the
patient says, weil, my chances are no good with the first one. Maybe a
Iittle better with the second one, both of them are really no good. With the
third one ('m gambling. (But) l'm going to wke it because l'm really, l'm
40, 1have two children and 1want to live ... Now the physidan says to the
patient, but with this therapy you're going to be very sick ... it's going to
be very tough, ... the patient would still Iike to ... and the patient says l'II
take it. BUl we also have to be understanding that to main tain this third
choice, that by delivering what we have delivered in tenns of options it is
not finished. This is not the end ... Now we go back to the cultural factor,
everything that is there. Because neither the physidan nor nurse in that
initial interaction, starts initially checking with the patient what in their
culture is acceptable for managing these procedures. How is this lIct/llll
decision-lill/king ami accep!C/Ilce iJeMeen flIC physician and tlIC parient
going to IJe 1I11/lll/ged withinfor exal1lple, their.lllrllily practices. How does
support in tlze cO/1/nllmity come illto it ... shlluld the IlllsiJand take off work,
etc. etc. (17:11:3:1993)

What becomes evident here is not the single dilemma of whether or not alternative

approaches to care may be accepted into the regime of orthodox c1inical practice. What

is evident, is the embeddedness of western models of treatment and care which are finnly

established as accountable health practice. When nurses speak of "litling in" and

"allowing" (14: Il: 12: 1992) in alternative treatment methods, the rcality of their accounts

lies in an under1ying strict adherenœ to the dominant medical mode!. Alternative

approaches and ri tuais of healing are brought imo the space of the orthodox model by
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practitioncrs. The rcality for the praetitioncr is that these other healing forrns are

perrnissible but must remain an inciùental oecurrel1l:e within specifieally defined work

conùitions. The prohlel11 is not that practitioners deny the usage of other healing ways.

fndecd as we have witnessed they are frequently participants and modifiers in this

alternate process.

5.2 Formai Training

Somctimes nurses will tell you that in the kind of academie preparation they have

reeeivcd things "they h,lve learned" have not "really been helpful" (16:4:1992). As one

nurse manager told me:

Nurse Manager: 1 don'l know ... 1 don't think there's anything specifie
in tcrms of nursing training or things that l'vc learned that have really
bcen hclpful. And in temlS of my own life no. f mean this is sa alien ta
me, that, f mcan, l've had a really good life you know. 1haven't had a lot
of trauma or troubles sa (pause) sometimes talking and listening ta
somcone f think "what would 1do", maybe l'd just eollapse and crawl into
a corner and be a mess if 1 was in that sort of situation. (16:4:9: 1992)

Interviewer: A lot of people have talked about models (of treatment and
earc) you know, finding a way (for example) the primary nursing model '9

has becn mentioned which often people see as a sort of holistic model for
getling things done.

Nurse Manager: Ta me, any model is worth it only if something is
happening in the basic interaction. 50 you can apply any kind of model,
as long as you try ta identify l'rom your patient what is needed for them.
Imean somebody - An example of that is a patient that wants ta do things
on their own. Maybe there was an issue of culture in il there tao.
Somcbody who has been used ta doing things on their own and then they
come in and they are totally limited (by us), they are limited by what we
have bccn taught. We arc tclling them weil. you can't do this because here
we arc doing it this way. lt's about everything else (other than what they
want). 1 think that is the dialogue that necds to happcn.
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Interviewer: So are you saying that there is a eenain way of treating'!

Nurse Manager: Yes, in the sense of whether its under primary nursing
or is it under the family nursing, here we are doing the genngram. Do we
leam that it's always relevant'! Is that always how you go about it'!
Anything 1 think, if wc are not the basies of a good interaction (pause)
maybe this is what the question is. What is good intentction'! And to me,
it's really understanding the other person's needs, ail of those needs. And
maybe they are cultural needs. At the same time 1 would exp\;lin my
position as weil (pause) it's not (just) me as the care giver. 1would explain
(to) you what are my limitations. What is the availability (of what the
patient wants). And so within chis framework, if 1ean match your needs,
then 1 think we ean find a way. (17:7:3: 1993)

Others expressed the need to make a distinction between 'received' formai eultural

training, which some practitioners mainl;lined had been either absent or unclear to them,

and the subsequent, independently taken initiative of seeking out forlllai leaming

resources. These practitioners felt 'compelled' to go out and find Illulticultural learning

resources, c1aiming lhese as a necessary adjunct to their c1inical practice.

Interviewer: Did you have multicultural content in your training'!

Nurse: No.

Interviewer: There wasn't a course or anything'!

Nurse: 1 think WC were probably told that we needed to respect our
patient's values. It was said in that kind of very vague ... (way'!) but
nothing that was actually stipulated as, as Illulticultural.

Interviewer: And have you had any other courses or any'! (pause)

Nurse: 1 haven 't taken courses on multicultural issues per se, but 1 read
books here and there, not neeessarily medieally related but (pause) thal
have talked about various cultures. (20: 13: 10: 1992)

Some practitioners arc adamant in the hierarchieal distinctions they make between

the choice of learning through fonnal schooling and the lifeworld experience they gain
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ln practice. These practitioners argue that "going 10 the oooks" (22:X:9: 1992) is not

something lhat reccived formai priority in their training and learning about people's needs

"by word of 1l10uth" (22:X:9: 1992), is often the expected norm. They will readily tell you

lhat they did not expcci 10, nor were they expcctcd 10 study cultural care needs in any

formai scnse.

Nurse: 1would never have gone, while 1was studying. 1never would have
gone 10 the books. And later when 1was praclising, 1would have gone by
word of mouth, speaking to maybe Mario (Pseudonym) and saying you
know, what's going on here'! 1 don't understand between this Halian
husband and wife, what's the problem'! ( wouldn't have expected to have
gone to the books (pause) not at ail. (22: 10:9: 1992)

Others recalled situations whereby cIassroom discussion of cultural care had

occuITed informally as an incidental or accidentai response during the regu1ar c1ass

learning process.

Nurse: The nurses who were in our course were quÎte a wide variety:
Portuguese, Greek, (talian ... 1mean 1don 't know what (pause) everything.
Ami very (I{tCIl il iusl camc up. You know, people would be talking about
their clinical cases, and someone would be Italian and said "Weil, you
know this is very relevant", and maybe they would have a personal family
experiencc which they could tell you about ... (22: 10: 10: 1992)

Nursing S!udent: 1 went to one (pause) lecture, not at school, while wc
were (training) in the other hospital. And 1 did go ta one at school. They
have different things, different kinds of seminars that you can go to. But
we don 't have specific classes on it, but it came up often. (29: 1:3: 1993)

Many nurse practitioners will tell you that the challenges of working with patients

l'rom varying cuItuml backgrounds also brings with it the awareness that they must find

practical and innovative methods and ways of knowing to accommodate these challenges

and expectations. These practitioners, on a day ta day oasis, recognise that they must seek
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out learning resources. Many will tell you as they come to experienœ cultural care, that

"there is aloI 10 learn" (29:2:3: 1993). As onc nursing student put il:

It's hard relating a lot of times, especially (in understanding) (people's)
religions, more than anything, 1 know that people's cultures have
something to do with it ... hut tlwrc's a loI /II Icam aholll p/!ople.
(29:2:3:1993)

Although nurses recognise the need for specialised fonnal skills in term:; of the

cultural care they give, they will tell you that much of the learning that lakes place has

to take place through the varying cultural interactions and experiences of becoming

acquainted with people l'rom differing lifeways and traditions. They will tell you for

example, that health care learning and practice expenise often takes place by having a

friend l'rom another culture.

Interviewer: Is il diflicult in terms of knowing what to do because you're
not familial' (with some of the needs of) people l'rom differing cultures?

Nursing Studenl: Weil at first, now [' m becoming more aware of culture
and religions - what (for example) people's beliefs ure - even with Jewish
people you know - just being Kosher . 1 mean 1 had no idea what kosher
was, now it's a iillie bit easier.

Interviewer: How did you learn about that'!

Nursing Student: Mostly through school and by patients weil, coming
here (10 Univcrsity Hospital) and friends that were l'rom different areas of
the country or city. This has been a unique experience the past five years.
(29:2:3:1993)

Others will describe the process of learning as an experience characterised by

"touch and go", which comes to mean the working through of both negative and positive

face to face personal experiences. Recognising the prnccss of learning by one's rnistakes•
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lhey c1aim that lhis trial and error process hclps to understand "aeceptance" and

underslanding:

Interviewer: So could you say that (managing carel was a way of
infonnal Icarning?

Nursing Studenl: More or less.

Interviewer: Ycah'!

Nursing Sludent: More o! rollch IIl/d ilO.

Interviewer: Can you talk about that a bit more, has that been a sort of
process?

Nursing Student: Weil, meeting friends first of ail, when 1 came (10 this
cily) and went to high school here.... So just talking, they (my friends)
might have thoughl 1was stupid sometimes, some of the questions 1asked,
but now l'm more familiar, more aecepling, more understanding if (a
patient) tells me something, l'Il ask questions more (now) than 1would say
(then) thal's stupid or why do you say that. (29:3:3: 1993)

Other studel1ls will allest to having leamed from the physical and practical clinical

trial and error experience of cultural differences such as, for example, lifestyle and habit

around bathing routines:

Nursing Sludent: Weil some patients will go "whatever is fine with you."
Whereas some will say "[ Iike to do il". Even with just bathing in the
mornings, some patients have this - "this is my schedule". 1don't know if
that's a cultllrally .. , er .. something cultural or something persona!.
(34:2:4: 1993)

ln another vein. nursing studel1ls sometimes argue that formai schooling produces

learning 'generalisations' about cultural care which they believe is more readily

superseded by a higher form of learning of actually "seeing something". They argue that

book leaming is lcss than adequate when one eomes to experience the needs for care and

the way other people like to do things in practice.
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Interviewer: You say you Ieamcd l'rom your life expcriences in a way'!
ls thcre sluff Ihat cornes out of scbool Ihal hclps or is il really somelhing
thm's very personal in temlS of learning'!

Nursing Student: Weil nOI wanting 10 be negative. it's 1101 IVhl~1l it's
stercolypica/ Ih/ll IVC /cam Ihill}lS, how cultures are ... and Ihen when you
see something in the hospital thal's not like that. and then you wonder ...
They 're supposed to be (in the books) very passive people and not very
(pause) not touching or very quiet and Ihen when you sec lhat. even the
nurses who are on the staff saying, weil this is nOl how they act. there
must be sOillelhing ...

Yet others will lell you thal 'book' learning impedes and prevellls praclical life

experience leaming since it prevents a face-to-face process of queslioning. They will say

that book learning brings one to "expect" "slereolypical", "generalised" cultural

behaviours, whereas actually 'seeing' what happens allows you to know personally l'rom

people, whether cultural care concems are "Irue or nol";

Nursing Student: 1 think people are (stereotypical) too, they accept too
much what a culture's supposed to be like (l'rom the book) and don't
aetually talk to the person and see if that's (so'!) .. , whell we're told if we
had a certain patient, or sOll1elhing like that, you ll1ight expect a lot of
screaming in the case room and this ... 1 ll1ean not feeling, (that) they're
less likely to express their opinion. Bill / didll' 1 !ICI 10 sa dlhcr of I//IISC
cu/tlIrcs }livill}l/iirl/z, so / wou/dll'I kllllW if 1//1/1 W/IS Iruc IIr 1/111.-11' 1would
see it, 1 would know it was true ... (36:4:4: 1()()3)

Yet others, when put in a position to compare book learning and lcarning l'rom

practical experience, felt that having the opportunily to start with formallcarning allowed

a beginning knowledge, which in turn created a beginning understanding for

individualised personal care:

Interviewer: There arc some arguments about whether wc should leam
this way or whether it's learning that is something cise, BUI what's the
alternative'! Vou don't have a book and you don'l know how to approach
il. How would you like to approach il'! (Iearning)
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Nursing Studenl: Weil it's hard not to group people together - and 1think
sometimes you have ta because lhere arc similarities in cultures, even if
it is religion, if firty percent of lhe culture has the same religion .. , 1guess
you start with il there and move onto the palient and treat them Iike an
individual, any member of society ...

Interviewer: 50 if you treat someone as an individual'!

Nursing Student: Thal meems fllldillii O/lll/!JO/llchem ... their own beliefs
... whether it has 10 do with the country they came from, the area of the
country they've come from beeause it's a new identity they've adopted.
(34:4:4: 1993)

On lhe face of it, these preceding accounts of how practitioners go about

understanding the sickness and treatment needs of the many different people they care for,

would seem understandable and plausible. It is c1early to the credit of the professionalism

of individuals that so much thought and problem-solving takes place with respect to

patients' needsat University Hospital. It would seem c1ear that there are a number of

differing views on how to learn about multicultural health care. And it wouId appear

plausible that lhere are many learning and practice re;tlities for these practitioners, in what

constitutes for them the 'truth' about ways of cultural learning. What does not surface in

nurse's talk is the embedded assumption of lheir conclusions. The reality of muiticulturai

practice for these practitioners is derived from neither the direct result of an available

choice nor from a \'i.~i!Jle slructure of fomml multicultural education. Reality, or the

ultimate arrivai of a practitioner's independent conclusions on how to practice culturally

responsive care, is the legitimate outcome of orthodox health education policy making.

And th us the nurse's stated position of having arrived at the 'truth' or rightness of what

best constilutes culturally responsive care, or what is the best choice of leaming

opportunities, becomes an ideological construction. Because in reality, these perceived
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choices of schooling which are referred to do not actually exisl. The plausibili:.y

associated with learning from life experience and wisùol11 that we hear in practitioners'

accounts is nol in question here. What is being ljuestioneù is thal these practitioners'

constructions of 'tnllh' serve to reinforce the invisible - lhe fonnal conditions by which

multicultural health care education, and thus care, l11ay be legilil11ately realized. These

individua! acts of goodwill and sincere effon towarùs the working out of meaningful

solutions, obscure the fOlTl1al opportunities for systel11atic, consistent policy l11aking to

take place.

5.3 Learning by Experience

Il11plicit within this laller analysis are also the rouline l11ethods by which l11any

practitioners at University Hospital who have experienced life as an immigrant, expect

and are expected to practice, health care. Many praclitioncrs who have managed to

successfully fulfil Canadian medical and nursing licensing reljuirements are not qualified

10 help Olhers only by their medical training. Many have haù the experience of trying to

cope with a new country first hand. Their aCCOUI1lS reveal lhat 'ad hoc' learning often

comes as the direct result of a similar real life experienee to those they care for. Some

will tell you thm this is the "best form of life's wisdom" (22:7:9: 1992). Others will

sometimes tell of experiences which have caused personal hardship, such as the loss of

a house and family and their experience of war and inteml11ent. Thcre are still others who

must daily endure the knowlcdge and pain of the possible tonure and suffering in

countries they have left, but which arc still devaslUled by war. These practitioners will
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argue tha! personal experiences have enabled them to develop a special 'sensitivity' to the

kind of reccpiion patients sOlTIetimes experience

Nurse: It's my experience (coming to a Canadian hospital) there were
some doctors and nurses who allow me to express my own feeling. My
own. But for some nobody give you opportunity ... So you give up. So
with that point of view, you must say 10 patient, no malter who you are,
"1 am here wailing". This way, YOll will leam more l'rom Ihe patient.
(2X:7:9: 1992)

This same nurse saw her ability to work with differing cultural understandings as

the direct culmination of her own feelings of being judged. Learning came as a result of

Ihis particular experience and was combined with that of her patients:

Nurse: Me our religion which everybody Buddhist you know, sometimes
for me people judgemental ... For (other) religion, for the patient, ('m
totally naive. You know, ( have to learn l'rom patients. For immigrantthis
is best. ( no judgemental because religion is a very touchy subject. It's
(necessary) to listen to patients, ask them about Iheir background. You
very curejid/y. tell/utive/y (take a) learning altitude to explore their
religion, b:lckground, so you learn more, then you can use your knowledge,
patient knowledge and my knowledge. (2X:6:9: 1992)

Sometimes learning and practice meant 'feeling' the altitude of practitioners l'rom

the experience of one's own background.

Because 1 have such a background you know, 1[eel. For example, 1 go to
hospital myself, l'm a patient go to a nurse or a doctor ... 1 feel the
altitude (towards) for patient 1have learned l'rom my own experience how
it is for patient. (22:7:9: 1992)

Other comments suggested that learning through the process of culturally

experienced moments produced common-sense knowledge that take place without an

inherent "philosophy of caring" (22:X:9: (992). As Ihis same nurse put il: "1 can learn,

develop ... but the philosophy of caring inside doesn't change to me" (22:8:9: 1992). "My
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philosophy is, always. give IO()')!, yoursc/f when you take care of patien! ... and then you

will learn." (22:9:9: 1992).

No matter how the nursing pattern changcs, praclical nursing. the tcchnical
- 1 thought it out, it doesn't change me. Maybe you (here) learn different
philosophy (of) nursing. Vou know, the people l'rom dirferen! culturc, my
culture. If 1 see patient, very sad, she individual, 1care, 1 l'cel the attitude
for patient .... Look no matter how you change, but your c"ring that pan
you have, that's still there. (22:9:9:1992).

Thus in this nurse's view, culturally sensitive care ullimately happens as a result

of a basic inner personal philosophy, based on personal experience. and not an external

layering brought about by received and directed change:

1 mean if you, you know what 1 mean, what 1 am, you put (different)
clothing 1 stil/lIle • .1'011 kllow what IlIlcall ..1'0.1'011 1.'(//lIlOt c!ll/lliie a pcrsoll
by primary nursing. To me it depends on philosophy (of) individual
person, nurse, professional .... (22: 10:9: 1992)

And the wisdom required to learn and administer cultural care, this nurse tells us

comes from the broader world view recognilion of the notion of having an openness to

others in society (22: II :9: 1992).

1think the cultLIre, different culture, the people from different cullure make
the society more interesting to me you know and cr 1 wish wc didn 't have
the culture clash, we try to help each other ... if we can only accept. The
world has changed so mllch it's impossible to close door as nation to
nation, we talk about the common market ... YOll know of free trade 1
mean, in a small sense, a smaller sense which is our socicty. here in the
hospital, we I.'l/I/llIIt SIIlU Ollesc(rrmllllleilihhollr ... .1'011 kllow what IlIlcall.

(22: II :9:: 1992)

5.4 Patients' Stories: "Initially Hard to Listen To"

And again. these preceding accollnts of the efforts of professionals towards

cooperation and partnership within their many clinical exchanges make imminently visible
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the individual goodwill and personal compassion of many praclilioners. On another level,

lhese praclitioners' attempls to work in life expericnœ as a function of practice also

obscures opportunities for these skills und experiences to become formally incorporated

wilhin a broad levcl policy framework. These individual moments of goodwill and

cultural partnership arc potentially the very same mOlllents which couId make visible the

solution for fomlally acknowledged,legilimate and properly resourced, culturally sensitive

carco

The cali for better prepuration of health practitioners in multicultural hospital

settings is an even more pressing consideration in the accounts that follow. Many

practitioners say thcy take care of people on a daily basis who have life exptriences

which reach weil beyond the immediate moment of lhe clinical encounter on the ward.

These same practitioners will tell you that frequently they feel unprepared and unable to

cope with the care needs of some of their patients. For example, some spoke to me of the

personal difficulty they sometimes experience emotionally when they are faced with many

of the realities of pUlients lives. One nurse found some of these experiences hard to iisten

to. As she put it:

Nurse: Most people who have been in concentration camps would not talk
about the experiencc ... But there was one man who spontaneously started
talking about his experiences in the concentration camps ... You aren' c
real/y prcpafl!d for chis initial/y it was very hard co Iisten co . .l'OU know,
l' d sccn dO(.'I/I/wnwries and sil/if Illu IlCarin~)'ollleone and talkin~ co chem
al"'lll ic is IlIllCh different. But the thing that stuck out in my mind aboul
what this man said was that the people who survived were the ones, thal
when they were given a cup of water they would drink part of it and lhey
would kccp part of il 10 wash themselves ... (22: 1:9: 1992)
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ln ,1I10ther account, a nurse explained lhat she Iïnally l11anaged 10 nurse according

to the patient's needs, by shifting gears:

Interviewer: Do you come across a lot of differing cultures in your daily
experience'?

Nurse: Yeso

Interviewer: What do you think aboul thal'?

Nurse: Weill Iïnd lhat you shifl gears very quickly and you don'l n:alize
you're doing it. But then very often you don'l shift when you should and
can't figure il out. And sometimes then you hear they'vc had a bad
experience From before they left their country and yon are yourself
affected hy it and it may be months before you finally realize how come
something isn't working here. How come this isn't why aren'l wc on lhe
same wave length . how collle this person .willisn't taking their pills or
what am Il11issing. And then you stan lhinking about it. (22:6:9: 1992)

Notwithstanding, pntctitioners spoke of what came to be calied "routine

management" and "dealing with" the clinic,tl conecrns of patients with differing life

meanings and cultural histories. And they attest to lhis sense of 'routineness' in their

accounts of their experiences of care:

Nurse Practitioner: Weil YOII kllOW, I/wre lire a loI 4 relllly sad case.v
Ihlll you COllle lIeross and it's really hard to undcrstand . 1 Illcan therc's a
guy From Shanghai, an academic, who jusl gol OUI, just hcforc Tianamen
Square. He was sludying and was afraid to go back and hc's separatcd
From his family (pause) 1 Illean you 're always awarc lhat these (patients)
are vcry special human beings with lhesc kinds of storics. (15: Il :9: 1992)

And other practitioners talk about "dealing with" paticnt cxperienccs. They also

tell of the pain they 'cxpect' in themselves that is cvoked by thcir patienl life staries.

Physician: / I/llve li ClImhodillll paliell/ who ill Wc experiellccd whal
'KiIIill~ Fields' ill the movie showed . lvilh Ihe murda o/!lis /amily alld
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eXlel/ded fl/mil)' and flying from Cambodia, being pursued by the Khmer
Rouge ... we c1eal wilh il ... (31 :3:9: 1992)

Nurse: f think now l'm aware but the first few times that f heard someone
who would tell Ille about the experience they had was for me personally
devastating. For example, 1 had a YOIIIl!l IIIl/Il who wa,\' appl)'il/!I for
rejil!lee ,\'Wltt,\' - Ile',\' /Jeell torlttred. he',\' a political activisl (palise) alld 1
very I/early IcJi Ihe mom al/d Ihrcw IIp .. , Bill YOll have 10 expecl Ihat ...
(16:4:9: 1992)

Others speak of the "tragic" eircumstances they encounter and try to grasp an

understanding as to how patients manage emotionally. They wonder why more patients

are "not so tremendously depressed".

Nurse: Yeah, it's tragie that you leave your homeland in tragic
eircumstances. It's one thing ta deeide that you want to go live some place
else but you know, they'lI never be able to go home. It's got to be really
tragic for them and it just tears everything aralt. And it's devastating ...
fmean, 1often wonder why more of these patients are not so tremendously
depressed because the losses are so great (pause) to me, in my value
system, are so great (pause) but 1 think we have a big, you know,
population of a) very diverse group of people which we have to follow.
(16:12:9:1992)

Nurse: 1 guess, we follow what we'd call "boat people", many of them
have come l'rom Illany war-torn environments. They still have families that
are left behind and lhey are very, very distressed and you try to do the best
you can 1 have one patient l'rom Sri Lanka and he's torn because his
mother and sister are in Sri Lanka (pause) they can't leave ... (22:7:9: 1992)

When these practitioners describe their p,ltients and aspirations it is clear that they

"try to do the best" they can (22:7:9: 1992). But these efforts to intervene in health

situ,llions which are not readily comprehensible, obscure the moments when provisions

for Illuiticultural training could happen. They obscure the oppoltunity which Illight be

given for systelllatic cultural care.
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"A Very Real Leaming Experience"

In the same vein other leaming assumptions eentred around wh:u practitioners

•

identified "making things work by a system of leaming easily from eo-workers"

(20:2: 10: 1992). They described an intticate system of reciprocal cxehange of cultural

knowledge brought about by the daily presence of interdependelllly shared patient-nurse

cultural care and the inherent taken-for-granted willingness to share. Some others were

focused on the process of leaming in the fonn of an easily available practice of learning

about special care needs l'rom one another. These practitioners saw the resourees that werc

available to them in their reciprocal daily and houriy interactions with colleagues as a

readily available resource whieh lhey could readily draw upon at any given moment.

Nurse: 1 think wc actually learn from co-workers we work with and tha!
are also l'rom olher cultures, you learn l'rom Ihem and that helps .,. you
le<lrn from the st<lff as weil (as in other ways) because coming l'rom
various cultures themselves, they will leach you things, that your patients
won't necessarily tell you and they'll tell you how to possibly <lppro<lch <1

situmion or wh<lt is <lcceptable ;n their culturc vis a vis whalever problem
you're wanting to address. Or what is not <lceept<lble ... llliil/k a[ew limes
/' ve jusl lifllle /(1 people who' ve come [rom llial cullltre allli/' ve saül, you
kllOW, IIOW sliould 1 110 ahoui such alld sucll a Silltlllioll or cali 1say Ihis
lO Ihis killd (!( persoll alld whlll are Ihey IIOÙIIl to tell me hack ...
(20: 13:10: 1992)

Sorne nurses describe the practice of working with <1 v<lriety of different cultural

b<lckgrounds <lS "a very real learl/illii experiel/ce" (14:6: 12: 1992). They embrace these

practices as experienees which arc instrument<l' in crealing new kinds of learning

situations. And they describe le<lrning in these SilU<ltions as the result of encounlers with

very concrete <lnd varied experience~ of illness. This has been described in the Iiterature

as a form of practicul knowledge..
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(But) theorelical knowledge derived from traditional medical paradigms
contrasls with another kind of knowledge - "knowing how" or "practical
knowledge". A praclical knowledge paradigm emphasizes knowledge as
embodied "know-how" thal derives predominantly from extensive
encounters wilh real concrete situalÎons and lheir OUlcomes. (Gordon, 1988,
p. 2(8)

Praclitioners couple lhis embraeing of learning experiences wilh "very real"

concerns around being able to "care for these people in a beneficial way" (14:6: 12: 1992).

Being "crueially" involved in a person's life had more of a guaranlee of "rightness" that

caregivers would learn and undersland from lheir patients differing needs, concerns and

understandi ngs.

Nurse: 1gucss it's (having patients from dilTering cultures) a real leamillg
experiellt:e .,. and as we have more and more patients that are from
differing ethnic backgrounds, just the learning experience of ail their
differem ways and traditions. It's interesting because lhere are so many
and just how i1lness impacts, it's very different. My cOllcepc ofwhlll 1feel
is rilihc lIIay he very dijJerelll id' whac c/wy lee/ is rilihc. We've really lIoC
to try and feam l'rom people ... if we are going tO care in a benefieial way.
(14:6: 12: 1992)

5.6 "A Learn As You Go Process"

Some practilioners described their efforts as a process of 'building' in tenus of

"Iearning as you go" (20:9: 10: 1992) on from one case experience to the next and in so

doing, building in personal life-world experiences of laeit knowledge into the clinical

encounter. They described this experience of accumulating knowledge as a graduaI

proccss of accul11ulating cultural 'know-how', a Iife world sense of what is required both

for thcmselves as individuals and for themselvcs as a caregivcr.

Nurse: 1 think it is a leam-as-you-go-proccss. 1 chillk YOIl cake off with
every cllflllraf experiellce chm YOIl have {(I fllli/d . .1'0 whac ever /IlIS worked
hilore. YOIl cake ic Oll co che I/exc thillii ami .l'aV. weI!. chis is /IOW /
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1Il1/llaged Ihe la.l'I lillle. Am! .1'0 )'011 lise .l'OlIle (~r Ilw.I'e wC!lIIiqlle.l' 10 lIlove
01110 (Ihe Ile.n?) alld.1'O over Ihe year.l' YOIII'IIi/d 1If' (pause) /(.1' hard 10
idelllit.i· il f'oilll l'y poilll hecall.l'e ,1'011 dea! ",ilh il ",lwll YOIl' n' delllillg ",illz
il, hlll / Ihillk ,1'011 Imi/d 011 ail J'0llr I!xperiem:e.l'. (20:9: 10: 1(92)

Other eommenls were eonfimlations thm eulturally sensitive praetice is a building

of knowledge enhanced by personal life experience:

Nurse: Alld (yoll Imi/d) 1101 OIl!Y J'0llr eXf'eriellce.l' as Il Illlr.l'e, IJIII J'0llr

experiellCl!.I' Il.1' a per.l'oll thmlllillOllt (pause) SI' 1V11ll/ever .rOll f'ick IIp, J'0llr

experiellC/!.I' lVith people J'0ll lise ohvioll.l'/Y. (20: 10: 10: 1(92)

These praetices came as the result of opportunities for multiple encounters with

differing groups and sodal levels:

If you're able to be (pause) if you've had a chance to meet ail kinds of
people in ail walks of life, in ail stratas, whatever. If you 've done this then
you can be more sure that you 're doing something right. (19:4: 10: 1(92)

But this 'building on knowledge' to gain cultural expertise was not viewed by

practitioners as something which they were under pressure to think about on a daily basis,

This form of learning was not something they "conseiously" dedt!ed upon, They dit! not

describe the process of "building from one case ta the next" (20: Il: 10: 1(92) as a form

of known and "consCÎous" "Iearning" (20: II: 10: 1(92). As this same oncology nurse put

il:

/ d01l'1 Ihillk J'0ll're llece.l'.I'lIri/J' cOllScioll.l' I~r Ih!l/ (hlli/ilillii pmce.l'.I') ,

(pause) / d01l'1 relllly Ihillk you even lhink about it ... Vou Ilmybe find out
one day thm a patient from say, the Philippines is lactose intolerant. But
you don't think any more about it. (20: Il: 10: 19(2)

Other comments expressed the belief that cultural learning by "building" was

something which happened when it was made "easier" hy "positive" experiences.

Nurse: Ant! 1 guess if you had positive encounters, it's probably a lot
easier for you than if a lot of your encounters for whatever reasons. have
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lurned out to he very negative encounters (pause) if you're ,llways met a
brick wall with every kind of situation you've dealt with, for whatever
reason (pause) th;u's probahly ... But you do gain that expertise. 1 thillk
{hrol/)ih expaiellc(! over IIIl! years. ail of chat .ways with YOII and YOI/ (find
il) Im.'ollles a /iule more easier (pal/se) it "ecollles a /iule easier.
(20: 11: 10: 1<)')2)

Praetitioners saw their experienee of faee-to-face contacts with differing Iifeworlds

as the predisposers which had provided them with the ability to assess and intervene with

respectto differing patients concerns, needs and ways of communicating. Deborah Gordon

has argued that:

Nol infreljuently experts arc inarticulate as to why they do what they do.
Things orten "look right" or "wrong", "make sense" or "l'ccl" complete, or
do not. This inability to articulate suggests thal they arc likely not
pereeiving "clements" or calculating reasons. (19RR, p. 276)

And some caregivers at University Hospital do allest to having "a sense of what's

happening" (20:10:10:1<)')2) or having a "good gut feeling" as to "what is wrong"

(20: 10: 10: 1<)')2).

Nurse: You learn to identify the kinds of issues that people are eoneerned
with (pause) how to dea! with issues (pause) what they're willing to talk
about - when they want to talk, when they're wanting to close in (pause)
you get a lot l'rom non-verbal behaviour. You pick-up a lot in the non­
verlnll (pause). If 1 meet somebody for the l'irst time and you know, l'm
just introdueed to them (pause) even that lillie brief eneollnter (pause) 1
meanlllli)illll/ot knfHv even wlwt's wron)i with the patiem. IlIslla/ly have
a goo" ... )illl.li!elin)i.

1 think it's (Iearning) a combination of being with people to Iisten to
people, learning la communieate. learning not neeessarily just to hear it
yoursclf but l'iguring out what they're telling you and reading about
various culture even if it's in a non-medieal area. 1 think ail YOllr
experienees help you. When you're dealing with people, 1 think ail your
experienees help you. 1don't think it's one thing. (20:10:10:1992)
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The voiœs of nurses in these preeeding :llTnunts ll1:1ke de:lr the ll1ethods by whieh

m:lny al University I-Iospit:ll \\'ork inlo thcir pr:letiœ. their sense of eultur:llly responsive

e:lre. Some nurses believe lh:ll lifeworld eultur:ll experienœ. :lS oppnsed to book 1e:lrning.

results in the required eultur:llly sensitive expertise. Olhers s:lY they see learning :lS the

result of buill-UP person:llly experienœd moments. Yet others will tell you thal cultur:ll

le:lrning :lnd pr:lctiee come from :In inner philosophy of deeply felt person:ll c:lring which

transcends :III fornl:ll fr:lmeworks of knowledge. These v:lri:ltions of nursing perœption

of what constitutes le:lming with respect to the eare of people from differing :lnd v:lried

raci:ll. cultur:ll and linguistic b:lckgrounds :Ire fonnul:lted on knowledge which is sllst:lined

by something lInique1y person:l!. But nurses' expressions of cultural le:lrning eonstÎtute

a construction of knowledge th:lt is not the outeome of :1 legitil11:1te body of fonn:ll

knowledge which has been realized through the multieullural poliey fr:lmework. Ralher

cultural learning is :lœomp:lnied hy the :lssumptinn that 1e:lrning :lssoci:lled with

mlliticulturai he:llth e:lre W:lS :lecidental or incident:ll in n:ltllre. There is :1 progression of

assumed thinking whieh is ineorporaled within this assumptiun. First there is the

org,miz:ltion of fonn:ll knowledge by an overarehing he:lllh e:lre regime. thcn there is the

progression of :lecident:llly buill up eultur:ll knowledge. :lS if it were pereeived fact :lnd

fin:llly there is bclief in the :lnticipation th:ll the proeess of huildillg up cultural "fact"

conslitutes the true c1inÏt::l1 reality. And it is this 'true' c1inical realily that presents itself

:lt a the given moment of individu:ll pr:leticc.

ln this way. vital moments in these c:lregivers' practice. where the substance of

cultur:llly sensitive aW:lreness takes pl:lcc, ag:lin 1 will argue :Ire nevertheless ideological
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moments. For lhese moments of learning do not happen as the product of a developed

syslematic formula l'or praclicc. They occur as a learning practice which is bath separate

ta and separaled l'rom accounlable regimes 01' the l'onllal health care system.
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Chapter Six: Multicultunllism :md the
Evolution of Nursil1g l'raetiee

6.0 The Nursil1g Profession: Challenging Ihe Paradigms

ln order to l'ully appreciate the degrce 10 whieh altcrnalives 10 scicnce-based

•

paradigms of thought have been explored by medical anthropologists .lI1d cross-cuhural

praclitioners, wc may cOl1sider the CUITent scholarship wilhin the cvolulionary field of

nursing. Nol only does the profession posit ils own sub-specialily of transcuhural nursing

(Kaval1agh, 1993: Leininger, 1980) but the profession as a wholc has undergone many

revolutions to develop alternative theoretical fonnulations to those infonned by scienlific

paradigms (Meleis, 1991).

One of the profession's sub-specialities is transcuhural nursing, to which

Madeleine Leininger, an early pioneer of this sehool of thought and the Transcuhural

Nursing Sociely, has eontribuled the fundamenlal tenets. These principles underscore the

need for a greater knowledge of "people's world-view of care, health and illness"

(Leininger, 1985). In a view similar to that of medical anthropology.and transcultural

psychiatry, advocates of transcultural nursing argue that technological medicine can be

enriched by an understanding of ahernative hcaling systems, contending that many

'establishment' drugs have their roots in just such tradilions (Branch, 1985). The problems

which the field of transcultural nursing has attel1lpted to address have been explicated in

detai! by Madeleine Leininger. She argues that nurses currently base thcir judgcmcnts,

decision and actions on knowledge informcd by pcrsonal and ethnocentric values and

beliefs which are taught in nursing schools (Leininger, 1985). Leiningcr further argues
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that the nursing profession cannot daim 'professionalism', and fail to, at the same time,

care for ail cultures and subcuhures without knowledge of them. This position holds that

ail health knowledge and skills should be elJual to that which is attributed to care

assochtted with the dominant North American culture. Proponents of this subfield of

nursing daim that current leadership priorities and financial barriers do not prepare

faculty and students ta developmore broadly defined life views or cultural understanding,

but reinforce prejudice. bias and ethnocentric tendencies. These conccrns are shared by

a number of nurse theorists (Branch, 1985). Yet in spite of theoretical and empirical

contributions of the nursing profession, and over three decades of consistent attempts to

establish the transcultural nursing field in hospit.,i-based practice, the formaI adoption of

transcultural nursing has not taken place. Moreover, as a sub-specialty in curriculum and

practice, it is vigourously argued that "financial and human resources have not been

forthcoming" (Leininger. 1988).

At ,\ broader level, theoretical frumeworks which inform the formai nursing

curriculum have been the subject of considerable scrutiny and debate in recent years. This

critical debale has not focused specifically on the inlegration of cultural nursing into

curricula practices. yet there has nevertheless been considerable attention paid to the

importance of patients' experiences (Melcis, 1991), a multicyde view of the nurse-patient

encounter, 'uncertainty' and thus, a greater collaboration with patients and families

(Anderson, 1987). In this regard, academic interests in the development and promotion

of the profession have been seen to be more recently conccrned with the development of
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holistic lllodeis of care infonlled by hUlllanislic paradigmatic lhoughl (Gottlieb 8.: Rowat.

1987: Meleis, 1991: Parse. 1992).

COlllpeting scienlific and humanist paradigms (the latter gaining more recent

recognition in the field of c1inically applied nursing). have translaled into a

conceptualisation of the nurse-c1ienl relationship as conccived within a pantdigm whieh

focuses upon inductive reasoning, holism. disco\'cry. and inter-subjective experience

(Meleis, 1991). Considerable work has also been done to alTord a c10ser examinalion of

the interactive process within nurse-patient/family relations and 10 support the argument

that an open-ended exploratory and reciprocal approach to lhe concept of nurse

patient/family relations is the most beneficial for ,'are (Gottlieb & Rowat, 1987: Kravilz

& Frey, 1989: Pepier. 1982). However, nursing academic discourse has struggled, and

continues to struggle, with the movement l'rom a "received view" of nursing towards

attempls to make theoretical conceptualisations which arc nol exclusively based on

mathematical theory and tangible focal data. There has been a slruggle to suslain the

argument that theoretical analysis does not begin when theories arc accompli shed "f'lcts".

Rather a direction is being taken with a view of nursing which could accomlllodate

cuiturally responsive care into practice. lt is a view lhat acce~ls and values subjectivity,

history, intuition and multiple rcalities (Munhali. 1982: Parse, 1992) and which in turn

could encompass an open perspective towards multicultural health care.

Underlying these lheoretical conceplUalisations arc ideas which arc associated with

the outcome of care. Ineorporating the 'needs thcorists' conceptualisation of the human

being, these nursing theorists are concerned Wilh the "individual 's harmony with the
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environment. stability, conservation of energy and homeostasis as potential outcomes with

consequences at a high level of abstraction" (Mcleis, 1991, p. 2(2).

Nurses who have been oriellled to "needs' theoretical conceptualisations, and

"outeome" theoretieal conceptualisations. would project the combined clinical practitioner

image of a counsellor. an infomlation giver, an existential nurturer of human potential,

a deliberate hclper who foeuses on extra-sensory perception. conservator, an

environmental nurse who gives personalised care based on both extrinsic and intrinsic

knowledge (Mcleis. 1991), ail of whieh potentially acknowledge negotiated care in

multicultural senings.

Yet some nursing philosophers argue that the 'scientifie method' or 'received

view7
' underlying nursing theory persists and arc concerned that many scholars continue

10 support a view which singularly reinforces reductionism, objeetivity and operat­

ionalisation. These nurses are concerned tmlt the' received view' orientation breaks away

l'rom and disqualifies traditionalmetaphysics and ethical considerations (Suppe & Jacox,

1985: White, 1985).

Mcleis (1991) explains some of the inherent difficulties of many scholars who

wholly embracc in practice humanist paradigms of thought, arguing al the other end of

the spectnllll there arc many nurse scholars who have encouraged and promoted a nursing

orientation which exclusively embraces concepts, laws and theories underlying scientific

paradigmatic thought (Mcleis, 1991, p. 85). This laner theoretical position is also evident

in the work of a number of colllemporary nurse wrilers who express worry over the
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relative lack of growth and development of an "invcstigativc. analytic scicntilïc approach"

to nursing scholarship (Moore. 1<)<)3, p. 2X).

And in addition to prevailing concerns regarding the scientilïc rationalism

underlying many nursing theories. hospitals promote persistent ami rapitlly tcchnological

practices which support and justify science-basctlt·arc. Reporting on their ethnographic

inquiry into the learning proccss of final ycar nursing diploma students, Camphell and

Jackson have argucd:

(Skepticism) has not interfered with the wide diffusion of management
technologies that draw on nursing theories for their legitimacy.
Computerised infornlation systcms that are now a major part of nursing
and hospitnlmanagement make nursing objective and transportable so that
it can be integrated into objective decisions ... (\ <)lJ2. p. 47<).

Moreover. contemporary nurse scholars argue that hospital institutions will require

increasingly sophisticated and complex computer skills to deal with a rapid proliferation

of technology. Personal bedside computers. for example. will allow access 10 libraries of

objectified informalion which will infonn c1inical decision-l11aking (Chunn, 1<)91).

Other problel11atic issues exist within the discourse of the profession which l11ay

perpetuale the disjunclure belween "received view" orientntion and the "perceived view'"

humanist thought. There is much variation and ambiguity associatetl with the definitional

meaning of nursing lOncepts which l11ay inlluence consensus around the content of

nursing frameworks for teaching. For examplc. the concept of "health" is defined by

differing scholars in a nUl11ber of ways. It is defined as a personal cOl1lmitment whereby

the individual knows a personal way as the incarnaI ion of his own values; something

genetic; something perceptual; something cultural and relative and sOl11ething which is a
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multidimensional approach of hum.m beings actualizing their own potentials (Huch.

19(2).

Other disjunctures exist between 'received view' orientations and those which

infoml humanistic paradigms. There are competing 'lIld contrasting theories within the

same theoretical orientation. As will be seen in a !;tter discussion. many nursing practices

arc based on systemised methods of scientifie accountability as a function of everyday

institutional practice which does not always account for or give credit for intuitive

judgemcnt, or exploratory common-sense meanings (Campbell, 1(87). For example. these

systemiscd mcthods of Ic.trning and practicc fully contradict the role of the nurse as an

"cxistcntial nurturcr of human potential (Melcis, 1(91). In addition, competing ideas of

thc way nursing practicc should happen are evident evcn within the saille institutions:

Competing idcas exist simultaneously and have existed for decades
(different research methodologies, conceptual approaches to care. comfon
and pain). COInpcting theories are being used even within the same
institution (Meleis, 1991, p. 79).

And while there is some initial agreement on major concepts central to nursing

practice, the continllolls evollition of alternative compcting and contrasting theories may

have served to strcngthen the pcrvasivcncss and predominance of scientific-rational

paradigms both in their lInderlying tencts and in the disscmination of their content into

everyday health care practices.
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Nursing: Tacit or Focal Knowing in Practice

There has been lively debate ovcr which thcorctical approach bcst dcscrihcs thc

•

knowledge which informs the discipline of nursing. Scvcral broad dclïnitions are currcntly

being put forward. These are that thc nursing profcssion is charactcriscd hy a distincl

body of knowledgc, which comes to bc charactcriscd by mulliplc "pattcrns of knowing"

(Carper, 197H), or multiple overlapping rcalilics thal inform thc scicnce of nursing and

nursing as an art (Smith, 1992). Other theories advocaling similar vicws, cmphasize thc

'participative expcricncc' of nursing (Parse, 1992), and also put forward thc argumcnllhat

nursing:

.. takes inlo considcration that human bcings livc wilh thcir hcalth
incarnating valucs which are each individual's uniquc conncctcdncss with
the universc (Parsc, 1992, p. 37).

Yet in another approuch, the meanÎng of working in praclîcc wilh thesc abstract

phenomena is often secn to be problematic. As Marlainc Smith puts il:

The (lheorclicai) framework, then, bccomcs a convenicnl grouping of
categories for organizing discrete components. For cxamplc, ail scicnce
belongs in empirics; nursing art lïts with csthctics; and elhics is dccision­
making about the right or wrong naturc of nursing actions (Smith, 1992,
p.2).

Thus a tcndcncy to categorize and makc nursing knowlcdgc a scicnce according

to Smith, may happcn cven within the poslulating of thc most abstract thcory. And

rcgardless of whcther nursing theory is secn as informcd by naturul sciencc paradigmatic

thoughl, or whcthcr thc practicc of nursing is sccn within a humanislic tradition, or both,

ail concepts, Marlaine Smith argucs, evenlually hccnme mnldcd intn a laxonomy of

principles within a concise framework of classification. Thus what is being suggestcd here
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is lhat in lhe necessary proccss of rclying on explicil knowledge, lacil knowledge

effeetively beeomes displaced in the atlempt to effect a formai system of categorization:

Tacit knowing is reduced to the act of applying theory to experience and
this act goes unnoticed. And the fact that wcit powers predominate in the
very making of diseoveries is set aside as forming no part of science
(Polanyi, 1969, p. 151).

ln this vein. nurse writers argue that in facto nursing decision-making is personal,

and knowing how to sensitively act in a practîce situation is the direct result of

personalised knowledge (M. Smith, 1992).

Notwithstanding these conceflls that nursing knowledge could erroneously subject

ilself to classification or taxonomic evaluation, other nursing writers argue that nursing

indeed .v/uJ/lM have a singular world view characterised by precise, quantified knowledge.

Here the ,lrgulllent is that the discipline of nursing must realistically position itself within

the knowledge realities of current world trends of scientific progress and discovery,

infofllmtion systems and technology (Moore. 1993). These nurse academics argue for an

efficient, conscious atlempl to accommodate continuolls innovations of science and

technology in the fonn of objective approaches to evaluation of the. discipline. They

advocate that systems of thought and practice which allow the design and implementation

of systematic and objective evaluation methods such as quality assurance must be

applauded as effectivc and realistic ways of evaluating nurse-patient care (King, 1992).

ln a similar vein, emphasis has also been placed upon scientific conceplUal systems which

,ldvocate 'theories of goal attainment' (King, 1992). Speaking of the effectiveness of such

systems, Imogene King outlines the documentation system which she herself designed.

She advocates it as a system which:
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. .. provides a way of designing a record for documenting nurse's actions
and patient progress and which provides a permanent record which nurses
can use 10 record and evaluate their observations. actions and dient's
response to care (King. 1992. p. 25).

The advantages of it she notes are that:

When nurses design and use reliable and valid assessment instruments to
gather data tG plan care, they will have their data available to retrieve at
a later time to conduct stlldies (King. 1992. p. 25).

In these latter views. knowledge which allows for the 'planning, implementing and

evaluation of efficient nurse eare' bas been brought forward as a sound basis for bringing

aboul 'quality improvement in dinical nursing practicc' (King. 1992).

A paradox arises from ail of these conllicting. ,lJ1d sometimes contradictory.

aspirations to situate nursing within a CUITent world view. On the one hand. nurses want

and expect 10 prepare themselves for an increasingly complex and sophisticated

technological economy in the health service environment. Yet on the other hand, they

must expecl to think critically and creatively in order to make inforrned and autonomous

decisions in their everyday on-going interactive encounters with patients and l'ami lies.

While nurse theorists and academics in these latter two arguments struggle with

differing theoretical formulations in their effort to properly represent the knowledge

charaeteristics of their discipline. a third argument reveals the search for ways to guide

nursing in a direction which avoids polarities within its theoretical paradigms. I-1ere there

is an attempt to merge the empirical and the esthetic, with the argument that while

nlir~ing theory is embedded in "meanings. patterned relationships, hopes and dreams", it

must also recognise the embeddedness of "psychological, sociological and physiological"

attributes (Parse. 1992, p. 36). In this latter thcoretic: '6ument, nurses argue that by the
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twenty-first cel1lury, nursing will be viewed as a distinct hUlllan science and will share

ils education with Illedidne, law, lheology and business (Parse, 1992). This argulllent is

eurrenlly supported by a nUlllber of nurse aeademics (Pepier, 19H2; M. Smith, 1992).

This integrative lheoretical approach appears to be a plausible, viable, well­

substantialed allernative. Il would appear thal the conscious integration of persona!

knowledge and focal knowledge would then give legitimate space to culturally responsive

practice. In this way, the 'participative experience' wilhin nurse-patient encounters wouId

allow the full visibility of cullurally sensitive care, as weil as nursing conceptualisations

consislcnt with a mpidly prolifemting technology. Ncvcrtheless, lhesc aspirations must at

once be considercd wilhin the c1inical realities of currcnt hospital nursing practice. Any

attcmpts 10 syl1lhcsizc and elTecl collaboration and partnership within the wide dichotomy

of 'art and sdcncc' must realistically take into account current evaluative procedures for

Illeasuring cosl-elTcctivc nursing care. Thus fomlal training programs which attempt to

offer a realislic representation of what nursing is and wants to be, still face the challenge

of necding to adcquatcly lake inlO account day to day hospital realities such as the need

10 slandardize nursing care. It is to this latter concern that the remainder of this discussion

is devoted.

Nurses currelllly working in Canadian hospital settings are becoming increasingly

fmniliar with the nccd to work with Illethodologieal pmetices designed 10 satisfaetorily

accommodatc federal and provincial global budgets (Campbell, 19H7). And so, in spi te

of nursing education and aspirations for praeticc whil:h are theoretic:ally designed to take

into account the notion of nursing knowledge as a 'dynamic emergent proeess' at the
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bedside (Parse. 1992). nurses in hospital ccntres arc currently in a position where they

must learn to accommodale the realilies of org.anizational evaluation stnlctures which

detemline how and when their praclice is casl-effective. This means that they must

undergo panicular training procedures which expedite nursing practices which hest serve

the efficiency of health-cost related goals. Thus many nurses and administra tors cUITently

working with budget restrictions in Canadian hospitals must expect. at some level in

practice, to embrace the kind of learning formulae which is olTeret! ant! which is aimed

at helping them to most efficiently represent their work actions in leflns of cost-effective

care. One training approach routine1y in use in many Canadian hospitals and which has

received considerable attention in the nursing literature, is the use of taxonomic

approaches to aid nurse learning and thinking. These learning approaches arc significant

in that they have been found to be useful in "the production of administrative evaluation,

service reports and projection of hospital costs" (Campbell, 1987).

On panicular method which is currently in place at University Hospital, is the

systemization of nursing care. through what has come to he known as workload

measurement classification. Derived l'rom the need to monitor staffing patterns in order

lhat maximum nursing care is provided in the most cost-elTective manner (Auger & Dcc,

1983), this method of evalualing nursing action for cost-related assessment assumes the

beneficial use of a taxonomic approach. This approach is designed to ensure learning

outcomes which can reveal accurate measurement and quantilicatio'n of nursing actions.
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Patient Classirieation

ln our search for an understanding of how cultural care works at University

•

Hospital, it is perhaps necessary to understand workload measurement in greater depth.

ln order to make use of the workload measurement tool effieiel1lly, the kind of pedagogy

used 10 direct workload measurement praetiee within University Hospital must encompass

the necessary principles of efficiency, hierarchy and control. Il is of a pedagogy whereby:

Knowledge (is) divided into components or relatively diserete components
(and) success in acquisition in part, if not most, of the knowledge is
reeordable in quantifiable form ... (Aronowitz & Giroux, 1985).

This foml of training at University Hospital is illuminated by Ihe example of what

is commonly referred to in daily interactions of phys icians and nurse practitioners, as the

workload measurement and staffing system. They will tell you that this system offers "a

scientific 1001 to measure the required nursing eare needs of patients hospitalized over a

24 hour period." (23: 1: 1: 1993).

This conception of the workload measurement in hospitul care is by no means a

new concept, and its usefulness 10 nursing care has been analysed by a number of resear-

chers (Tilquin, 1976). Il has been vigorous!y argued that patient classification systems

may be operationalised for nursing eare us~ in ail varieties of c1inical settings, ineluding

psychiatrie settings (Giovanetti, 1979). There have evolved a number of competing views

as a result of thesc workload classification developments. A particular research eoncern

which has dominated the literature argues that such systems do not al ways take into

account the variations and complexities of differing patient and family demands (Joel,

1984; O'Brien-Pallas, 1(88). For our purposes here. the description provided by Marie
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Campbell provides us with a thoughtful way of considcring thc naturc of workload

measurement and staffing systems:

Patient classification is the name of a managcmcnt dcvicc which controls
the definition of "need" for nursing care, thc conccpt ccntral to organizing
the objective .md efficient management of nursing labour. A paticnt
classification system offers a hospital incrcascd control over the productive
capacity of its nursing labour force. EtTidcl1l:y in applying professional
labour to a body of nursing work depcnds upon managemcnt's capacity ta
control the nurse-hours expended pel' patient (Campbell, 19H7, p. 7).

At University Hospital some of my discussions with managers wcre heard ta be

foeused around the usefulness of the workload measurement tool in terlns of ''Lising

staffing members efficiently and effectively" (23:2: 1: 1993). Others talked about its

"importance ta budgeting and planning" and some expressed concen! about "the problem

of quantification of nursing practice" (29:6:3: 1993). It is not the spccific purpose here to

disclaim or affirm the generalusefulness of patient classification as an ohjective form of

workload measurement although these issues have bcen discussed at length in the

Iiterature (Campbell, 19H7).

What is at issue here with respect to the concept of workload measurement

practices, is a particular perspective of nursing learning and the way this is organized in

hospital practice so that competent workload mcaSUl'ement practices arc achieved.

Learning workload mcasurement systems necessarily cntails tearning activities which

demand absolute precision, scientific rigor and accuratcly delined mathematical formulae.

These expectations and aspirations of the practitioncr learning experience at University

Hospital arc clearly evident in the accounts of nurses involved in the education and

learning requirements of workload measurement systems. In the following dialogue with
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l11yselr, a nurse teacher is reviewing the mies and rorl11ulae within the content of the

workload l11easurement system for my clarification.

Interview::.: Cun you tell me a lillie bit about what (workload
measurel11ent) l11eans?

Nurse Tcachcr: ft's ;"·;·orkload measurement tooltbat was developed in­
- by nur:;cs ... a scientifie tool to measure the required nursing carl' needs
of patients hospitalized over a 24 hour period. 50 that, in the development
of this tool, specific nursing actions that were practised, and are practised
currently, were idcntified. Currently there are -)9 nursing actions identified
within Il major categories of carl'. From activities 4 daily living, ta
psychosocial Ileeds of the patiellls and family memhers, treatmelllS and
dia}illostic procedures. Within each of these major categories, specifie
actions arc identilïed and themes on each of these actions were also
identified in order that the nurse be able to select the corresponding value,
which represents time for nursing action. (23: 1: 1: 1993)

What is bein~ described here are the detailed specifics of knowledge which are

categorized into phenomena, which proceeds from part to part, and which can be analyzed

in quantifiable elements. The implied assumption is that ail nursing actions and decisions

are "selectable" and can be "value" c1assified (23: 1: 1: 1993). This same nurse teacher

continues to speak about the usefulness and efficiency of the workload measurement tool,

since staffing "needs", which covers both physical and l'motional needs, are able to be

quantified.

Nurse Tcacher: The purpose is to use staffing l11embers efficiently and
effectivcly. And this tool has been very helpful in identifying the rcquired
carc nccds that are performed by the nurse for the patient and family ... 50
we 're measuring what should be done. In some circutnstances, some of the
needs arc not met over a 24 hour period. ft could be the psychosocial
needs. it could be the differencc between a bed bath and a tub bath. But
the basic technical requircments are met because one really has no choice -
if a patient requires medication, it must be administered. The patient must

have a dressing changed - it must be done. (23:2: 1: 1993)
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Nurses who must use the tooI, arc thereby trained 10 recognise competently and

efficiently, the care needed for whole situations and predict, Ihrough conscious, ddiberate

planning over a 24 hour period. As some nurses pUI it:

Nurse: So we're measuring every single palient and we're quantirying Ihis
data to give a sense of workload overall for the nursing unit. Basically, we
are supposed to be able to predict the patielll and ramily needs over a 24
hour period. (25:2:2: 1993)

Nurse: We have to think of our own individual patients and families
hecul/se il does reully illvo/ve Ihillkillii uholll IlOw II/UllY II/iii.\" of nursing
care are required for measuring everylhing thal's done. (36: II :4: 1993)

The rationale associated with the benefils daimed by this system of measuring

nursing praclÏce bas been discussed al length in the work of Campbell. As she puts il:

ln tbe larger Canadian hospitals ... nurses are now being introduced to
systems designed to capture costs. Staff nurses are beginning to report that,
at least in the initial stages of implementalÏon, Ihese systems may not only
add to nurses' workload but also disorganize their methods of going about
their work. In the beginning nurses mUSI learn to operate computerized
Admission, Discharge and Transfer procedures, around which cost­
accounting is organized and which relates only peripherally 10 Iheir
delivery of care (Campbell, 1990, p. H).

ln this way, bOlh nurses and nurse administrators have been propellcd towards

aiding the development and implementation of efficient workload measurement systems,

as a response to the demand to find tools to dassify nursing action. These tools, nurse

. teachers will tell you, are "used to group or categorize patients into a number of care

categories according to the perceived requiremellls for nursing care time" (23: 10: 1: 1993).

Thus learning realities for nurses, nurse teachers, managers and administrators arc

translated into realilÏes which singularly value the promotion and implcmentation of

precise, predictiw measurement. Nurses are trained to make quantified care a visible
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rcality. Therc is a Icarncd emphasis on objcctivc numcrical Illeasurement and a learned

view of nursing activities and situations as reduciblc entities. This particular approach for

Illcasuring and evaluating productivity is considered fundamentalto the "effective use of

workload measurelllent 1001s" (Giovanetti, 1971\). Morcover, contempomry advocates of

patient c1assirication arc concerned thut certain kinds of knowledge must be addressed in

order 10 Illaintain and ensure accuracy of workload measurement procedures. These

concerns arc focused on the need for knowledge around greater reliability, greater

dctennination of the prcdictive validity of patient c1assitïc,llion instruments and a need

for cnhanced predictive ability (Haas, 191\1\).

These approaches to learning and pmctice are by no means new to currently

practising nurses. As nursing has been traditionally grounded in the natural sciences and

social and behavioral sciences, whut is also referred to as a taxonomic approach to

leaming and practice is inherently familiar. Douglas and Murphy (1985) note that

taxonomic le'lrning approaches towards the progress and development of nUfsing

knowledge, have received attention in the nursing literature since the early 1970s (p. 64).

They observe that many nurse authors concerned with devcloping a unique body of

knowledge in nursing elllbraced the use of classification systems. Moreover, it has been

argued that the use of taxonomies for teaching and leaming nursing function to assist in

the ongoing dcvclopmcnt of research hypotheses necessary for the many questions and

challcngcs that nursing as a discipline nceds to address (Sokal, 1974).
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Factor Values, Culture and Responsive Care

The theoretical fomllilae of deductive reasoning and objectivity. which is essential

•

to and fomls the basis of leaming requirements for workload classification students,

presents a particul,lr challenge for the 'tacit' connections which happen bctween nurses

and patients at the bedside. In pmticular. this theoretical learning and practice fonnula

presents a challenge for nurses caring for patients l'rom varying and diverse cultural

backgrounds. Nurses looking after patients in multicultural communities must undertake

a broad range of care within the biographical, the personal and the cultural. ln this

manner, and following the approach to the argument that nursing knowlcdgc is essentially

social, rather than rationally scientific (Campbell. 1990), nurses must work with these

orientations and strive to allow ill ail that is unpredictable ,md incidental at the same time.

There is however, somL difficulty with these everyday work outcomcs of taxonomic

leaming. The problcm with the result of such learning of has been describcd by Campbell:

Nursing knowledge itself is social and not antiseptically scientific. ft is
interpretive, intuitive, often shared and collaborative. To be useful in an
objective decision-making proccss, whether it be automated or not, this
knowledge must be constructed into fonns that give the appearallce of
being separate l'rom this interpretivc proecss in which it ncvel1helcss is
produced (Campbell, 19H7, p. Il).

Therefore, in practice nurses must expect to systematically work ill the common-

sense incidentals of the cultural rcality of their patients, as weil as allowing for

continuously routinized specifics of learning by taxonomy. They must leam to speak and

practice in terms of 'patient needs' as units of work time, and they must [eam to

systemize their rcasoning into dedl':tive categorization schemes. And within thesc rcquire-

ments, they must try to work into their care other fonns of learning and practice which
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relate to the idiosyncrasies and dynamic processes within the numerous unpredicabilities

of daily multicultural patient and family care. Thus in the process of making nursing

actions accessible to evaluation in the realm of hospital organizational and govemment

administration, two differing kinds of leaming formulae take place. Rather than singularly

working with the theoretical notion of nursing as a dynamic emergent process (Meleis,

1991), nurses must prepare and expect to reccive l'rom their instructors, learning ideals

which favour accountability to systematic'II protocols and scientific technique. And in this

respect, they must expectlo adopt fonnal modes of practice and learning which act as the

very antithe::is of the contemporary theoretical focus in nursing - that of "human

becoming" (Parse, 1992). It then follows that workload measurement instruction must

cncompass Icarning which directs students (nurse practitioners in hospitall on ho"! [0 best

proccss taxonomic formulac, not on how 10 include in cultlllally defined care. They must

ensure "compctency of learning which reflects rigorous methods of standardization of

care" (23: 10: 1:1993). Thus the personal, intuitive. dynamic process which accompanies

the intense complexities of culturally specific care, must either be designed to 'fit in' or

be left to 'ad hoc' practice.

Whilc students of classification systems learn either to systematically think out of

and separate l'rom the idiosyncracles related to the care of people l'rom differing cultural

backgrounds, they also know that any l'oron of clinical judgement which they do make on

the basis of personal or 'coml11on-sense' (,~.lural knowledge must be subsumed within the

strict criteria of the workload l11easurement proccss. This designed process of thinking

arguably then is in l:Onflict with contemporary theoretical visions of nursing knowledge
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as the praclice of "weaving of threads of conceplions. perceptions. remembranccs and

reflections into a fabric of meaning" (Smith. 1992. p. 2).

At University Hospiwl. nurses readily argue that Ihese problems of jittillg ill

intuitive. persr,nalised thinking that must be a part of. and yel get separated from. the

cultural and biographical. arc really solvable by "Ihinking in a different way". At thc same

lime, Ihey also point to some of the difficulties thal accompany their learned responscs

in the nature of the dilemmas and confusions that surrollnd the lïtling of cultural concerns

inlo the reasoning process of workload classification. LeI us now consider some of these

issues within Ihe following dialogues of nurses and nurse teachers:

Interviewer: Are these issues that come up in the teaehing (of workload
classification) - the issue of communication for example'?

Nurse Teacher: Yes, because il does cali inlo consideration (the) activity
of the nurse in temlS of seleeting the faclor value". (pause) Whal one may
address as a concern, the other may not. So it's very importanl (for nurses)
to be on ',he same wave length ... Nurses sometimes. they don't realize that
they cHn use faclors for the language barrier (pause) so this is specilkally
repeated (in the teaching proœss). In terms of specifie cultural practices,
Ihey' VI! askedF'r [aclor values. BII/ ill .1'0 l1/11âl Ihal Ihey Ileedlo !Je faclor
va/ued. it's IhCII Ihe Ilurse /ll/,r /IJ Ihillk ill a dU(erem way. That she n:;'lIy
has to be considerate of Ihe culture which the patient belongs to.

Interviewer: Sc> when you say she has to Ihink in a differenl way'? Can
you expand on it'!

Nurse Teacher: Thal she has to consider Ihe patient as an individua!. That
she can 't necessarily go by ~er usual approach to a patient, that she has to
address a patient in a different way. Perhaps she needs 10 eonsider Ihe
privacy or the feelings of a palient more. (pause) Pcrhaps in certain
cultures things are done in a certain way. (pause) There's a certain
prolocol which. wi.hin our own Canadian culture, the nurse may not be
familiar with. And in Ihat sense she fecls that Ihose considerations nel:d to
be quantified. where<ls in facto it's not (jUSI) thal it nceds 10 he quantifiecl,
bUI it's her way of thinking that she needs to consider. Thc whole thinking
proœss. (For example) Oh. 1 have ta approach this patienl in a specific
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way hecause if 1 approaeh them without knocking on the door, or the
paliel1l won't come out of the room unless they're dressed in a panieular
way. No it's not Ihat it needs to be ljual1lified ... These are just some
examples ... (23: 1·11: 1: 1993)

And other eomments by Ihis teacher refer to the leaching process of

'demystification', the need within the teaching process 10 work /Jack ill to the process of

taxollomie /eamilll!, from the common-sense reasoning which nurses, in fact, begin with

at the start of the learning process.

Nurse Teacher: 1 realize that it's (patient classification) quite a massive
c/Illft, IJIlt every {/trempt is made co lù!m.l'stif.i' it /JeCl/lise evell tlumgh a
munha of ll11rsillg aetiolls lire idel/tifiee/. ill reality Oll/Y 40% lire used Oll

lIllY specifie Ilursillii ullit. And because on much of the nursing units there
are set (pause) or specific types of clientele. the nurse /Jecomes quite
fami/iar with this form alld ill time, e/oesll' t have co r~fa co it ull/ess she
Ileee/s co make ll/l lIe/jl~vtmel/t on the selection of the factor value.
(23: 10: 1: 1993)

Nurses praclising at University HU'pital are c1ear about the nature of precision,

predietabilily and accuraey of measurement which is required for determining patient care

requircmel1ls, This becomes evident in their descriptions of how they are expected and

expeet to think, act and use their reasoning within their day to day activities with patients.

Nurse: Weil basically you're giving a number for each of these nursing
actions. Wc'r,: expected to decide based on this (points to classification
chan) how nmny points to give to each one of these nursing activities.
(29:7:4: 1993)

One nurse teacher does worry about these emphùses on focal knowledge in nurses'

practice and learning experienc~s. This nurse expresses concerns that geuing to the real

evcnt in nursing care is superseded by the instructional requirements which, more often

than nui, place emphasis on focal knowledge or thc 'com:rete physical needs' of the

patient (23:H: 1: 1993). This has the effect of creating priorities related to cultural
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understanding such as language translation only at limes when these are actually

eonsidered "crucial":

Nurse Teacher: The priorilY (Jf Clln~ is 10 the physicailleeds of IIIl! plltielll
- it really depends on why the patient is hospitalised. So d~/illitdy, YOlllViII
.lCe Ihat (Ihe 11lItiem's) cullllrl! or 1t1/l~lIa~e.rallshack ... Iml il's iloIlo .I"lIY
Ihal Ilze slaff are 1101 semitized 10 Ilzat. Bill il will j;/lIluu:k - at limes they
will cali a translator 10 dell/ \Vitlz very crtlC.'Îal illteraetio/l,~ (pause) ... for
example, disclzar~e p/lIl1l1ill~, gelling the family togelher, discll'sing what
the plan is, assessing whether Ihe family is ahle to cope with the patient
returning home. Ail of th:se things ... (23:X:I:1993)

Other expressions of concern point to the issue of Ihe lime-managed conditions

with which nurses must expect and learn to work in order 10 fit the categories of

workload classification illlO IllCir working day. Nurses must learn to organize themsclves

in such a way Ihat personal and tacit knowledge which necessarily involves prioritizing

biographical and cultural concerns is left to "l'ail between the cracks". (23:X: 1: 1(93).

Nurse: And you know, we look arter the family and the patient. And
you're pUlling Ihat lime allunder Ihe communicalion factors (pause). And
you think how does ail this fit in here. So maybe YO\l havc your seven or
eight patients and maybe you see one of the families. 1 mean there's a lot
here that doesn't really fit in. (29:X:4: 1(93)

And another nurse explains further how these learning requirements lead directly

to accountable justification of budget requirements, even in Ihe face of nurses' resistance

towards this way of organizing or constraining their actions and allention:

Nurse: 1 mean what comes across is thal this hard cut, cost-relatcd
scientific way of measuring what we 're doing with the patient which
doesn't really allow forhow much lime you're spending. 1mean, teaching
people can be very different if you're l'rom a different culture and some
people can readily understand but olhers, 1 mean l'm sure maybe we hear
or understand Imlf of what is needed by them. And Ihcn you're saying, oh
weil, l'm putting x points down. (47:X:4: 19(3)
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These eonccms also stress accoun'ability and justification of care, thus ensuring

that the learning process is suitably lailored towards precise measurement and accuracy.

This is rciterated hy a nurse teacher with respect to cultural and biographical and family

asscssment in terms of whieh particular nursing thinking processes are considered

important:

Nurse Teacher: And (1 tell them) it's very important to measure tlze care
Ileeds of the patients and the family and how this data is used. It's very
important to justify staffing levels in terlns of costing, in terms of
budgeting, in terlns of planning. And it's very important to measure tlze
care Ileed.v or ljuantify the care needs of the patient population and ensure
that it's accurate on a day to day basis lJecau,\'e if tlze data is not credilJle.
it's !!IIt usah/e. (23:10:1:1993)

Another nurse describes the use of learning aids in practice lJy which the

assignment of classification categories can be carried out:

Nurse: You learn that when you assess the patient, that you're needing to
plan what the care will be, And if certain changes in the nursing care are
necessary. then wc need to understand how many points to give on the
shec!. So you Ileed to kllow wlzm (factor) l'aille to attaclz to tlze care ... So
the idea 1 think is to keep the chart here which can be referred to at any
time (points 10 large workload 111l'asurement chan on nursing station wall)
and then you have it ... (29:7:2: 1993)

SOll1etimes the intuitive judgement of nurses in relation 10 the cultural background

of the patient poses a particular challenge, since Ihey must try 10 fit it into the

classilïcaiion fonnulae provided for the work that they do. Cultural care which invo1ves

a broader ihan usual approach to patient care, such as consideration for the family's

traditional way of coping with illness and pernaps death, also means that nur"cs must

adjust their thinking tn accommodate the need to both categorize, and include in their
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work the cultural ways of coping and health care, This bel'omes visible in Ihe following

example:

Nurse: Somelimes we need 10 adjust our plan of care for (Ihe) palient
beeause now Ihey're incorporating the care of Ihe wife too,

Interviewer: You're saying that it's problcmatic'?

Nurse: That's right. And for that particular couple, 1 mean even Iheir
children who were adults got involved. Because they wanted the mother
not 10 go in (to the hospital). They wanted to keep her al home. And we
were not just working with this family as a unit, we were trying to fit the
culture in tao. It was traull1atic. So we couldn't put in the classification
criteria because we were working with the wife too.

Interviewer: So is il a case of Iryillii lo.lil lIl/r,I'Ïllli aC:IÙ"/S illio lite plall
of care'?

Nurse: Oh yeso Bccause SO/1/CIÏlIlCS we artm '1 slIre IIOW /II IiO a!Jolll litaI.

How 10 IiO a!JolII .Iil/ÏI/Ii il ill. 1 /1/eall wc arc t10illli il, "IJllI Itmv are wc
IiOÏl11i 10 /1/ea,lïIrt! Iltis'!" QlIlIll/!f)' IItUl, Bec:allse litaI! is IIIM ouly a .Iiu;lor
vaille jiJr olle pUliell1 illsteatl of IWO. (26: 15: 1:1(93)

Other nurses, instructors and managers of the workload measuremenl system at

University Hospital, as weil as the nurses themsclves will readily agree that the

ljuantifil.:ation of care removes the element of the idiosyncratie "Ieaving it ta chance", and

it removes the element of visibly including the 'incidentals' into the clinical proeess.

MOI'eover, il does not, they will tell you, accommodate ail of the thinking and action

which go on between patients and nurses, For example, same nurses are concerned about

getting "enough time" to know the patient and family in terms of giving cultural care.

Nurse Teaeher: Often the nurse will say, 1 really don't have the time to
sit with the patient and hold their hand and really get to know them. A lot
of what they do know about different cultures cames l'rom in-services or
perhaps l'rom cases, case studies or situations where you discuss a specific
patient & family in relation to culture. But it's truc ... and nurse have been
very open in m:lking that statement. We barcly have enough time 10 do
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whal wc have to do, and part of our job is gening to know the patient and
family to make sure that ail care needs arc addressed. Often the nurses will
say that they don't l'ccl comfortable - at the end of the day if you're tired,
you barcly hau time to do your charting and illY feeling is that it's ail the
other events w:,ich arc taking bits and pieces of time, or disrupting the
work course of lie day for the nurse - it cou Id be spills of specimens on
the floor or it cOl:ld be patients or families l'rom another f100r are asking
for directions - ail of these things are eating away at the time the nurse can
use to spend with patiel)(s and families and gening to know them beller.
But 1 lIPoderstand that we are now (oflïcially looking at some of these
issues) some of these events are being addressed (in workload
measurement)... (23:9: 1: 1993)

These coneerns demonstrate an important feature of nursing practice as cultural

care practice. That is that the operationalised procedures for ensuring that nursing care

mailllains fiscal accountability aceording to provincial health care stipulations, ereates a

problelll for ensuring culturally sensitive praclice. For administrative purposes, the

working tools of the heulth care system arc thosc whieh support an objectivc scientific-

rational course of action. Rather than ensuriag a set of priorities, interpretations and

ehoices that illuminate and make visible 'the stuff' around cultural care, cultural care is

displaced by lhe need for ensuring the fiscal accoulllability through quantifiable

procedures. For administrative purposes, this then places ultimate emphasis on methods

of ensuring lhat procedures are accountable. In this way there is a superimposed focus on

quantification methods in order to 'operationally define' the myriad of idiosyncrasies

which come to characlerise everyday human encounters. In this case, daily 'ad hoc'

cultural practices with their many variations and cOlllplexities which physicians and nurses

have described here and which they know thcy adlllinister, are continually subverted. The

many idiosyncrasies of cultural biography whieh happen in praetice, and which we have

prcviollsly witnessed, al once characterise the lives of practitioners at Univ(;rsity Hospital.
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Many of the 'chancc', 'touch and go' learning and ;mlcticc cnl'nuntcrs whil'h wc havc

heard about, surrounding cultural and Iinguislil' praclicc cndcavours do nol bccomc

formally legitimized. Practitioners undcrstand and know lhcsc 'chancc' cndcavours wkc

place in the health practiccs around multicultural conccrns at Univcrsity Hospilal, bUI they

also know lhat these do not become 'operalionaliscd'. Thc Icarning by cxpcriencc events,

sucb as the many aCl'Ounts of 'cOTnmon-sense' praclil'Cs of Icarning through modification

whieh we have heard about here, in effecl bel'Ome displaccd within lhe procedures of

maintaining orderly workload measurement reponing. Nurses do somelimes altempt to

adapt to these ambiguilies. Knowing thm 'chancc' cultural idiosyncrasies do occur lhey

sometimes engage in thinking processes which will allmv ill these eXlra features of

practice, ln lhe following two brief dialogues, 1 am lrying ta undersland l'rom an

instruclOr how lhe stuff of 'unexpected' or 'chance' or 'touch and go' learning proœss

and ultimate practice is actually managed by the nurse wilhin lhe slructure of the

workloud measurement tool.

Nurse Inslruclor: Some of them (nurse practitioners) will sec (u
diffieully) because they have ta appmach a family in a differenl way lhul
they're (the family) difficult - ifs not neccssarily thal lhey're diflicult, it's
just lhal this is how lhe culture works - Iike (caring for) some Jewish
families for instnnce. Or Indian cultures, where lhere's U deulh - things are
handled a different way lhan what the nursing unit or staff are uccuslomed
to. Ami ir's 1101 l!lal il !las III he qllalll(fied, il's thal they have to be more
sensitized to (pause) more sensitive to thal and more appreeialive of lhat.

Interviewer: But isn't it l)uunlified in the sense (pause) of (the)
communie'llion factors?

Nurse Inslructor: ln the sense of language harrier?

Interviewer: They do have to account for thal. Is thal not so?
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Nurse Instructor: Not .HI ml/ch the cI/Ill/rai aspect. But the language, if
there's a barricr. Definitely. But in lcrms of psychosocial support, ol/Iy if
there is reall)' a proiJ/elll, you know in tcrms of mouming, in lerms of
intcrrcIationships betwecn family membcrs - if there are problems there
that lhe nursc sees, (she) will deal with il. Bill yolt dOI/'t ql/alllify il
(culture). (23: II: 1: 1993)

1n another exchange around the issue of cultural care and workload measurement,

a nurse talks about problems with lIuanlifying the lime thal it sometimes takes to obtain

a salisfaclory translation.

Interviewer: Then if 1 understand, language lranslation does receive a
faclor nlue doesn'l it?

Nurse: Sure, if you need ta get a translator for the patient then you give
lhat 4 points.

Interviewer: Sa then how would it work if lhc patient had difficulty
understanding the trea.ment plan. What if that proeess were to take a very
long time'!

Nurse: Weil, it might tuke an hour or you might have ta wail. But you're
still giving that aClion 4 points.

Interviewer: Sa lhat ail of the intricacies of finding a lranslator and
finding someonc who will be suilable wouldn 't be cIassified.

Nurse: Weil you're still giving that 4 points. (24:2:2: 1993)

Thesc preceding dialogucs are perplexing and present some difficulty in our search

for how cultural practiœs work at University Hospilal. How is the learning process of

nurses in this case, made 'visible, and th us, how do the decision-making practices within

a trial and error pmccss of cultural learning work'! How do thcse processes which nurses

rcadily acknowkdgc ta bc an intcgr.d part of their care become accommodated within the

workload measurement tool'! At a later date, whcn 1rcturned to talk to this same nursing

inslructor in ordcr la bcttcr undcrstand these issucs, it was revealed that 'that kind of
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thinking process does not yet have a fuctor value' und that "it (the too\) has not yet been

refined enough to uccommodute thut thinking process."

Interviewer: 1 want ta clurify some things thut huvc been puzzling me
since we hud our last tulk. 1 wunted ta see if you could expluin how the
tool works in the clinicul process wherc for cX~lInple. u nurse necds ta
undergo Il proccss of worki/lli t"rollli" u sort of triul und error process
when she is trying to nurse u puticnt und fumily whose culturul w"ys ure
unfumiliur. Muny nurses for instunce. huve dcscribcd u purticulur process
of leurning which lum understanding as 'ad hoc' leaming. This seems to
meun thui they often huve to 'work through' a proccssing of culturally
sensitive leuming viu the exchange of knowledge belween themsclves und
the putient. f-low does that in fact work here'!

Nurse Instruclor: At the moment, we do not have a fuctor value ta deal
with that thinking proeess. The tool hasn't bcen refincd cnough YCI. But
it has bccome a recent concern in some of the lilerature.

Interviewer: I-1ow sa'!

Nurse Instruclor: ln relation to lhe emotional factor, therc is someone by
the name of Giovenetti who writes about il. It's delinite!y a concern.

Interviewer: I-1ow would nurses describc what thcy do in lerms of these
sorts of cultural explorations'!

Nurse Inslructor: That would have ta come under "other". Or for
example, there is always a pluce where these kinds of concerns cUn be
raised und we note it' for future consideration. (25: 1-2)

Learning in the context of workload classiliculion then l'ully establishes,nol only

an ull-encompassing adoption of a categorized, deductive approacb ta ussessing and

evaluating nursing work, il also estublisbes the temlS and ideals for the getting and

receiving of instmction. Nurses must Ieurn ta think of their care in strictly mathematical

terms, using objective fonmJlae for nursing uctions, in arder ta achieve the maximum

potentiul of skill in the achievement of predse, consistent, accurute mcusurement of their

daily nursing workload. Therefore, in spite of contemporary nursing positions, which
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argue for theoretical frameworks eneompassing eonccpts of 'multiple realities', 'holism'

and 'existentialism' (Parse. 1(92). the way that nurses proccss their learning and lhinking

in temlS of a taxonomie approaeh related to workload me:"'qrement must dcny these

theoretieal 'Ispirations und brouder 1cvel eonsidemtions of cure rcluted la eulturul.

biogruphy, Iife wuys und history, Insteud, pedugogy becomes direeted by the

implementation of totally explieit methods of knowing. Creative thinking heeomes

directed by "mcthodological forms of reificution" (Aronowitz & Giroux. 19R5), while

teaching and leurning strategies strive to achieve excellence as they beeome increasingly

technicalised in the interests of achieving lluality carc.

ln sumo the ccntral issue is that although nurscs and their teuchers look to a vision

of nursing which brings them closer ta those they tend und care u for, major frameworks

for leaming in everyduy pmctice confine lhem ta u highly organized regime of pructicc

within the frame of technical mtionality. This has the effect of both ohscuring and

denying the cu\tumlly defined moments that both patients und practitioners, with differing

lifeworld histories, bring to hospital seltings. At u brouder policy Icvcl this upproach to

leaming and practice l'ails to deal seriously with diffcring patient cxperiences, linguistic

practices, individuul cultures and the many idiosyncrasies of evcryday experience

At University Hospital, nurse managers often speak ahout the "flexibility" and

need for "open-ended" approaches in the daily care nI' patients and falllilies. Sorne will

tell you that a eertuin degree of "aulonomy and individual manugel1lent" is relJuired within

the nurse-putient relutionship (17:3:3: 1(93).

Nurse Manager: 1guess l'm saying it mnre und more loudly (pause) thut
if we want ta give lluulity eare and that includes treating this or that
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person as an individual who is shaped by many things including culture,
we must practicc prinmry nursing ... Because that patient needs someone
who truly undersiands them and it takes time to really understand your
patient. (1: 12:9: 1992)

Moreover, their aspirations and visions of fUlllre directions for the profession are

placcd within goals which support "nurse case management" and "primary nursing"

(17:4:3: 1993). These aspirations also fully acknowledge the kind of flexibility which is

required within the multicultural nurse-patient encounters at University Hospital.

Nurse Manager: 1 think by now we are sensitive to the interaction with
the individual. Ithink by now, wc probably are attuned, or we are exposed
enough to he able tO extract in an interview or in an interaction with the
patient some things that are very importantto them. Whether it's important
for them to rinse their mouth h~f(lre they have their breakfast because 1
think in some religions 1hat might he the thing - or is lighting candies an
important thing'! So what 1 think we nccd to do now is when the nurse
interncts with the patient is to have some open-ended questions. (For
example) "Is there anything that you'd like us to know about you which
would help us to understand you better or your needs ... 1 think that kind
of thing. (17:7:3: 1993)

6.4 Cost-Effectivenss, Accountability and Sciencc-Based Care

While these nurses describe visions of the nurse role as one which is characterised

by autonomy, creativity and increased individual decision-making, many of these same

nurscs will arguc that "thc budget" often functions to maintain a strict control over the

daily actions and hroad scale decision-making. These nurses argue that federal and

provinchll budget mandates "restrict" and "control" a good deal of nursing time

(1: 14::9: 1992) and that many nurses expect to work within boundaries of maintaining

"cost-effectivc carc". Yct at the same time, these and other nurses will tell you that they

hold steadfast thcir hopcs and aspirations of what nursing care should he:
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Nurse Manager: 1 think that no matter what happens we still have our
same beliefs about what nursing is and what we want to be doing ... the
only jolts that are enomlOUS that l've seen are the budget cuts and they
really haven't shifted our values. They've shiftcd our practicc a little bit.
but our values have not been built up as a result of budget cuts ...
(1 :9:9: 1992)

The primary interest in maintaining a workload measuremelll system for these

managers and administrators was that it fum;tioned as an erficient way "to ease health

care deficits". These concerns for and with on-going provincial budget restrictions were

also evident in the talk of nurses and sllldents. Budget restrictions were, as these nurses

explained, orten visible in the management of time on the ward.

Nursing Student: 1 think with ,III these budget cuts you're hearing about
now, it's hard. And it's hard because they (the nurses) don't have the time.
1 think as students, we have the opponunity to go a bit fUTlher than the
nurses themselves (pause). 1 mean we usually have only one or two
patients, while the nurses have eight or nine patients. So we're encouraged
by our instructor to do as much as wc can for that patient and go that extra
because wc have the time (1 H: 10:3: 1993).

This strict management of nurses' time was also described as creating a 'stressful'

environment. Both nurses and managers talked about an increasing emphasis on technical

and physical procedures. These same nurses, students and managers worried that many

of their visions and aspirations, such as spending time with the patient and family around

cultural concerns, were not always recognized. Documentary priorities were seen to entail

procedures specifically defined by provinciallegalities. Concrete physical procedures they

argued, "always seem to be more imponant ... than the emotional nccds of the patient

(18: II :3: 1993). In the following accounts l'rom a group of nurses it became visible to me,

the interviewer, that much of the work done by nurses at University Hospital is work that

must be seen to be accountable. From the voiccs of nurses it became apparent that much
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of Ihe work in their day 10 day aClivily entailed the fuifillllent of explicit obligations to

bodies of authorities which did not determine Illuhicullural care:

Nurse: What 1 notice Illost is the medicalions. that takes up most of the
nurses' time. 1 think lhat what's lost in that time (when) putling so mueh
of that kind of physieal work (concrete procedures'!) is being able to sit
down for a few minutes and lalk with the patient. That has to wait for later
on. If there is extra time at the end li the shi/i. okay. Because the foeus
is on doing the physical Ihings like meds.

Interviewer: So Ihe focus is on giving meds'!

Nurse 1: The whole issue is one of time ... What are you going to
prioritize'! 1 think, you know that psycho-social intervenlÎons get lost
because of the time factor. And some interventions such as medication are
much faster and effeclive than saying (to the patielll) for instance, "what's
the underlying reason you can't sleep'!"

Nurse II: Um ... the tasks have to be done ... 1 mean you know that
basically wc are taught that we must give accountable care. And specifie
tasks have to he done. Like the medications we're lHlking about (here).
You don't want to run anlibiotic therapy 100 late ... And YOll're also
responsihle to the 4:00 people who come in (al the change of shift).

Interviewer: And so Ihe psycho-social interwntions'! Wouldn't those also
be things that wouId be seen as accountuhle'!

Nurse Manager: Sure ... But for aIl kinds of reasons, the patient needs his
meds, they have to account for that in temlS of legalities. You:'ve got to
have continllity of care carried over to the next shift. And if they are doing
what we are sllpposed to do in - (workload classification) then they have
to see that those values are assigned to their actions. (38:4-5:4: 1993)

ln listening to these preceding accounts, we begin to see that the methods by

which nurses understand and carry out their actions do not fully make visible "the stuff'

which actually gets done. Part of what praclÎtioners do in their everyday routine practice

is organized for them. It is organized by the regimes of legally administered medical and
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nursing procedures and lasks which sustain lhe exc/usio" of 'Slutr around cU/ll/ral/y

accoullw/J/e care. which pra'.titioners will tell you lhey desire and arc anxious 10 sec.

6.5 Multicultural Policy. Strategies for Change and Provincial I-Iealth Care

These omissions of cultural care within an objectively ordered svstem of nursing

actions, do not begin or end wilh h0spital administrative control. lt does not depend, as

some nurses fear, when they talk about stress-rclated mnditions of their work, singularly

upon the time-managed conditions directed hy 'administration' or by ·management'.

Instead the sensibility of administrators' actions. like those of nurses themsclves, arises

from the particular set of organized social praetkes in which ail practitioners and health

care advoeates' actions are embedded. Nurses and physicians' priorities, their conccrns

for the care they give and their sense of accountability are ultimately ordered and

detemlined within an extended bureaucratic, legHative and political set of provincial and

federal relations. And it is within these organized social practiccs that policies of learning

and practice within the health care system are embedded.

To undersland more clearly the notion of organized social practkes, it may be

necessary to consider more closely the 1988-91 strategies for change by the Bureau de

coordillatioll des services UlLt commlllwwé.\' cu/turd/es. In Chupter One it will be recalled

thut most broad level policy objectives of the Bureau were focused primarily upon the

establishment of cultural communities within the health und social services network.

The Bureall's concern was also with the dissemination of adequate health care

infomlation to cultural communities. 1 want to argue here that while these central ai ms
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and ideals were well-il1lentioned and. if. realised. will allow greater cross-cultural

networking of community seïviëes. they do not address many of the Ieaming aspirations

and practicc eoncerns of practitioners and patients at University Hospital. These policies

do not address pmetitioners' learning needs anù coneerns sinee they too are embedded

within the framework of the orthodox health practices.

For example, the Bureau's eoncerns for a greater acknowledgement of the

multicultural reality.of health populations does not include questions about CUITent broad

level systems of health care evaluation. They do not include an examination of the CUITent

priorities, interpretations and ehoices that continually subvert aspects of other kinds of

health care knowledge that are needed to actually praetiee culturally responsive care.

Rather, government hodies who aspire "to take multicultural reality into account"

(Quebec, 19H9. p. 12) are also part of the same organized social praetices which reward

and detemlÎne objectively ordered fomls of accountahle practice, such as the practice of

workload measurement and scientific models of medical treatment. Moreover, govemment

legislative hoùies. both federal and provincial must depend upon objectivelyordered

forms of documentation which determine accountability of practitioners through science­

based reporting procedures. It is through the fonn of objectively ordered rational

procedures that the framework is provided for the broad level health policy proeess. The

final point at issue is that this scientifie-rational organization of praetiee aecomplishes

itself in and through a process of fomull decision-making that must be viewed as

fundamentally separate 10 the needs and interests of individuals and groups. In this case

the health policy framework is extcrnal to the intcrests of nurses, patients, physicians and
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administrators alike. Moreover, objective doculllcI1lary cOlnlllunication proccsscs which

were manifested in fonnal health care pntctices such as workload mcasurcmcnt systcms,

serve to exclude patients and practitioncrs from thc formai culturally scnsitivc l'arc.

Therefore, pntctices of cultuntlly sensitive practicc will continuc to rcmain idcological as

long as they endure as a product of the organizcd social practiccs of thc hcalth carc

system. Moreover, as long as 'ad hoc', 'accidentai' and 'incidcntal' cultural pntcticcs arc

pervasive and used to maintain the status quo, ultimately serving thc broader levcl

organization of the health system, policy frameworks for promoting and implcmenting

multiculturalism will remain ideological.
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Chapter Seven: Culture and Modification in Medical Practice

7.0 Health Care and Cultural Modification in Medical Practice

•

ln an earlier theoretieal chapter it was seen thal a number of prevailing theoretieal

concerns undcrlying the views of critics of the content of knowledge informing the

biomedical model, focus around the notion of theoretical assumptions of separateness

within this orientation, of ail that is eullllral, sodal and spiritual (Gordon, 1988;

Kleinman, 1992). Within this critical position there lies the argument that symbols,

language, culture and the paltems of daily life arc less definable and are displaeed by

universalist models of medicine chamcterised by sdentific rational thought22
• (Kleinman,

19H l, 1992). Moreover, the selluential rational order of diagnostic reasoning "eclipses"

the individual and personally sensed reality of the patient (Kimleyer, 19HH, p. 61). Thi~

classic critieal stance of medical anthropology following the orthodox critique of medieal

paradigmatic thought, nmintains the position that hiomedicine, which subsumes much of

western medidne. assumes an inherent separateness l'rom the everyday realities of the

personal and bodily fclt sense of the human heing (Gordon, 19HH).

This theorctîcal position is an important one for hospital practîce considerations

in that it makes the assumption that the theoretical foundations on which biomedicine is

based, that of Cartesian dualism (Engel, 1977), means a commitment in clinical Iife to

sdelllific-rmionai authority and legitimacy. It makcs the assumption that people in the

everyday world of feeling and emotion must expcct to act and are expected to aet from

the theoretical position:; of sdentific rationality. If wc review again the definition of
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Canesian dualism by Lauf;;m;e Kirmcycr, it bccomcs possible 10 undcrstand and to

conceptualise the symbolic classification of the way lhat formai frameworks of leaming

are organized. Kirmeyer explains:

Biomedicine was founded on a Cane.,ian division of man into a soullcss
mortalmachinc, capable of mechanistic explanalion and manipulation and
a bodyless sou!. immortal and immalerial (Kinneyer, 19XX, p. 59).

Thus while the lask of the practising physician is to try and understand the

patient's experience of illness, the physician also knows thal he or she must accuratcly

and accountably fit the patient's concerns into a well-ordered and wcll-defined

classification system of illness and disease.

7.! Maintaining a Mode! of Cenainly

Paul Atkinson has argued in his research on mcdicallearning, that 'the status' of

the leaming process lies in procedure and rules which arc used to 'eslablish and validate'

knowledge. He observes that:

An event is tnmsformed inlo lhe trulh only by the application of a canon
of procedure, a canon that tnllh seekers use and analysts mustfomllllate
as providing the possibility of agreement (Atkinson, 19HI, p. IlH).

These 'canons of procedure', which bccome translalcu inlo the authority and

decision-making praclices of the "they" referenced in the patient voices we heard in a

previous chapter, have the effecl of creating certain kinds of expeclations from patients

for their care, and sometimes effeet a disengagement between whal is needed by the

patient and lhe lenels of onhodox heallh care knowledge. Il is these same canons of

procedure which manifest themselves within the aUlhoritative proccss of knowledg.:, that
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practitioners will tell you structures and dominates their praclice. This is embedded within

their experienccs of teaching, learning and practising the medical mode!. As une physician

put il:

1 think the (model) approach puts us in that very e1assic position of
authority, of ccrtainty ... We try hard to read books, we learn next to the
older doctor. the apprenticeship (way). And we left medica! .l'choo!
thinking that ail the older physicians were illiterate and we knew
everytilinl{. (26:5: 10: 1992)

This sense of "cenainty" with which ail practitioners know they must be equipped,

and which they readily acknowlcdge must follow the orthodox learning process,

reproduces not only for patients but for lhemselves also, the authoritative natufe ur

medical work and medical instruction in such a way that it becomes for practitioners, a

'natural reality·.

This fundamental position of 'cenainty' can often be made readily visible in the

ll~lk of people who represent patient and family concerns. they are formally known as

hospital ombudsmen. Hospital ombudsmen are frcljuently put in the position of

representing patients' conccrns and can confiml what practitioners themselves know and

have expressed. This is. that the knowledge and training with which health practitioners

are eljuipped is not always able to readily accommodate the pracliee expectations that are

put on them by patients.

Hospital Omhudsman: People come in with certain expec:tatÎons. Doctors
argue that medicine is an an, not a science. And so you 've got the
combination of patients' expectations going "fix it" because 1 think there's
an implicit sense of "you can fix it", this is what we pay for. And doctors
are saying, "hey. don't put this on me" ... And then when it doesn't there's
a complaint. And a lot of compluints that you deal with. when you get
down to it, you think that, weil, but what you asked for wasn 't possible.
(34: 10: 1: 1993)
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But some physicians do argue that the 'hiomedical' thinking proccss which

conducts and organizes their practice and which must accompany fonnalmedicaltraining,

acts to steer and propel then 1 towards what they tcrm as a 'Iaà of awareness' of the

cultural and personalised life of the patient. They will tell you how they can immediately

recognise, by the incidental happenings or occasional extensions of their hospital work

(such as "making a home visit", 25: 1: 1: 1993), within the treatmell! and care proccss, the

extra or added pieces of learning which are sOJ11etimes left out of their dinical

understandings. As one physician put it:

Physician: l'm impressed by our (tmined way of thinking) ... essentially
total unawareness, lack of awareness of the other dimensions of who they
(patients) are ... this is strikingly brought into focus by every time we
make a home care visit. You suddenly realize you know in an instant far
more about that person driving on their street lhan you'd know if they
were in a hospital for a year. For example, walking into the (patient's)
house and seeing their pictures and seeing how it's fumisr-ed ... you know
whatever it is, you immediately know more about the person than you'd
know in your dinical work. Weil that':; ail, if you add thal to cultural
differences (pause) it makes a mockery of any pretext of care that doesn't
extend beyond the mere rudiments of directing oursc!ves to the disease.
And 1 think if we ever think we do more than that, we're making a wild
assumption ... And you know we ail hear anecdotes sometimes l'rom
people who've suffered because we hadn't underslOod where they're
coming froJ11. (25: 1: 1: 1993)

Other physicians will argue that not ail patients can be accomJ11odated through the

central tenets of the 'medical model' and some are actually done a disservice by the

altempt to make this fit. They eontend that a cenain amount of 'c1inieal flexibility'

(25:2: 1: 1993) is important in order for satisfactory palient-practitioner treatment outcomes.

And they will tell you that in their practicc, they must insen into their model

individualised 'cultural' exchanges. They must wllrk in different kinds of questions within
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the clinical exchange which allows knowing "what is needed to fix" (19:2:9: 1993). Sorne

practitioners argue that blOmedically focussed training, which tightly specifies illness

complaints informed by reductionist classific;ltion effectively displaces alternative

knowledge within the clinical experienee for both patients and practitioners. One

physician worried that Italian patients, for exarnple. are frequently misunderstood because

"they don 't lit" into the medieal model of symptom complaints (19:2:9: 1992).

Physician: 1had really done a lot of thinking about what some difficulties
were that there were very strong reactions towards getting what we want
from the complaints of these patients ... l3ecause they come in and they
don't lit the usual symptom complaints ... it's more of an emotional
complaint and lVI" re trailled 10 look for .IJlIlfllOlIl colllfliaillis alld to trellt
SY1Il{ltolllS1/I1I1 it lVas very difficult 1[tIll/ill, ltt first for me to develofl ways
(~r liettillii the s)'IIl(JlOm - liettùlli the emotiollal cOIll(Jlailli trallslwed illio
a sYlIlfltolll cOlll{llailli alld 10 kll(l\v wh<lt 1 Il'as Ileedillii tll jix ... You
couldn 't get a straight answer because the emotional aspect was taking
over and a question about something as concrete as weight was seen to be
meaningless to them. So they would talk about the emotional aspect and
1 was leji ltt tlze elld of tlze sessiollfeefillii fike 1didll' t kllow wlzat to trea!.
(19:2:9: 1992)

Physicians do not necessarily argue for singularly alternative treatment approacbes

to the practice models and learning which inform their care. But many do argue for the

necd to knowledgeably understand, and thus be able to decide differences, between what

they term "behavioral emotional diflïculties versus concrete diflïculties" (19:6: Il: 1993),

or what Polanyi has termed 'focal' kr.owledge (1969). They contend that to aim for these

"basic" fundamelllais of training informed by focal knowledge is "folly":

Physician: And 1think that the difficull thing is for the therapist - or (we
need) for a modcl (pause) to be developed whereby you can decide what
arc the most superficial behaviourÎ<l1 emotional or attitudinal diffieulties
verSl/s \l'II/Il are tlze mllst im{lficit. illliraùwd, cOllcrete diflïculties. (pause)
1 think that aiming for the most basic ones is folly. 1 think ifs ridiculous
... l've sccn Italian families who've gone through family interviews and
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left because what was being addressed did not make any sense to them.

(19:4:9: 1992)

The preceding concerns of this same physician do become more apparent when

particular palient and family cases are recounted. f'or csample, this same physician argues

that certain western-derived diagnostic catcgorics arc not always conceptlHllised in the

same way by patients as they arc by physicians. This is not just a discordant perception

in terms of academic knowledge versus non-academic knowledge, it is also Ihat for some

cultures, the meaning underlying some concepts does not esist in theil' lives. Moreover

some concepts, such as the diagnostic concept of "emancipation", as it is sometimes

termed by psychiatrists, does not exist as a concept - doesn 't "make sense", and "making

it a concept" is "too uncomfortable" (19:7:9: 19l)2).

Physician: Like one family, 1 remember, where they had gone to a family
therapist (pause) it was a problem with a child who had severe enuresis ­
he had a bunch of generalized concems. And the therapist felt that the
problem was that the mother needed to emancipate and said that the
problem was that the mother was at home tao much .ll1d she was over­
involved with Ihe children (pause) il 1101 ollly dit"z'l meall allylhill!i /()
Ihem, l/ze)' ji!lllike l/zis was llll assaillI Oll sOl/wr/zùz!i l/zm didll' 1make llllY
,vell.\'(!. / meall il (all/lllumzy) wasll'l a cOllcepl.lilr Ihem a/lli makill!i il
(alUollomy) a cOllcepl was 100 IlIlCOlI!lima!JIl~ ji" l/zem ro work wit/z. So
l/zey le!1 l/ze l/wrlIpisl. And then they came hcre and 1 don 't think 1did it
much better, because they didn't like the idea of doing sol11e psychological
manipulation ... But 1 think that thc idea that we have a preconceived
notion of the basic level of patient understanding is not a good idea '" So
1 think it's a much more f1uid concept ... !t's more variable th an having a
concept of "what's pathological and what's healthy" that you must apply
to ail families, a model where you assess what is most ingrained versus
what is less ingrained and then what kind of changes you can affect. It's
a little more ditTicult than that in the long run hecause it's (sa) variable.
(19:6-11:9:19lJ2)
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Again, a major diffïcuIty or complaint about this type of exchange is that the

naturc of mcdical training is such Ihat it doesn 't allow much nexibility in the learning

process 10 fit the circumstances of ail clinical cases. The same practitioner describes

"Iimitcd tlexibility" in power ,IS a "feeling" thm formai knowledge and trained skills were

"inadequate" to meet thc particular "complaint" nceds of his client (19:3:9: 1992).

Physieian: And what come ta mind from that experience was that 1 was
feeling sorne frustration, feeling like rny training was inadequate ta deal
with these sorts of complaints and thm my interview techniques weren 't
adequate ta transfoml their (patients) complaints into something thm would
fit into my brain. (19:2:9: 1992)

Another physidan described a similar sense of fmstration in the process of trying

to link standard symptommology criteria ta the presenting cornplaints of his patients. He

explained th al "ymir training provides you with the model ta help but it doesn't really

give the help in ail cases."

Physieian: We learn to look al pmients and we think weil, if you let them
(the patients), they will talk and they will tell you everything. And then
you will get an idea from what is being said. (But) with the Chinese
people, and the American Indian people for example, you begin ta see that
they don't talk. Most of the words you hear from them are "( feel weil"
and "sometimes". ( will ask perhaps "do you get angry?" and the reply is
"sometimes" and "do you ever cry" and you hear "sometimes" and "do you
feel depressed" and again (the reply) "sometimes". 50 it's a very
frustrating experience because you don't get any idea. You say, "do you
get headaches" and the reply is "sometimes". so it (the encounter) is not
verbal. And yet they may be quite aroused and then suddenly explode and
you are left unsure. Sometimes it can be a problem of language, but this
is not really the case with American Indian people. sa this is what 1mean
... (26:H:9: 1992)

These preceding statements affinn and parallel the theoretical concerns upon which

much CUITent dcbatc rcgarding cultural understanding and science-based rnedicine rests.

For example. they affinn in part "the extreme insistence onmaterialism on the grounds
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that single causal chains must be used to spedfy pathogenesis" (Kleinman, 1992, p. 5).

They affiml also what has been called for as a nccd for "interface and partnership"

(Prince, 19H 1) in relation to western medidne and alternativc fonns of healing. What

these accoul1ls of praetiee at University Hospital reveal is thal practising physidans, on

a daily basis, do work into thcir thinking practice some of these theoretical conccrns.

They know that extrcmes of 'focal' leaming do not always acconunodate their practices

in the everyday workings of treatment regimes. And equipped with such knowledge, they

try ta work in ',Id hoc' inventive strategies of patient underslanding in order ta allow for

these differences. And while they know they can work inlO the practice proccss their

'tadt' concerns, they also point out that much of the emphasis on 'focal' knowledge

which characterises their formai training, and ta which they arc accountable, "cannat be

deleted" and "separaled out" (19:9:9:1992). For example, physidans will readily argue

that in medicine "you .l'lIccccd if you learn about symptoms" (19:3:9: 1992), that the

mandate for "western health care (is) ta investigate, diagnose and cure", and that this is

what singularly direcls its "success orientation" (25:5: 1: 1993).

7.2 Clinical Training and Intuitive Judgement

Health practitioners, m,tny of whom arc physidans, know and will tell you lhal

they hold legacy ta a life world of extraneous knowledge in c1inicallife. Yet practitioners

will also tell you thal they must attempt ta work in this knowlcdge as an accidentaI

happening within formai c1inical life. Practitioners also know that lhey must try ta work
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out of their daily prat:tice dinical explanation, which is sustained only by personal or

intuitive judgement. As Eistein puts il:

While the "dinical" approach dominates in practice, and while in faet the
statistical one has not been weil received by practising physicians, a
medical opinion is growing that the traditional informai approach should
be made more formai and "rational". Despitc their heterogeneity, most
working in this field share this and other assumptions: that medical
practicc and dinical judgement can and should be improved by replacing
or supplementing intuition with more rational, formai and for many
quantitative analyses (Elstein, 1976, p. 2RR).

Some physicians at University Hospital expressed concern about their training in

terms of its emphasis on learning scientific facts with its lesser fornlal emphasis on

subjective and intuitive experience. These physicians affimled again, that knowledge

which would aid and assist them to care beller for their patients came "from experienee"

(31 :7:9: 1(92).

Interviewer: Did you in your trammg receive any specific formaI
preparation for working with the cultural variations of illness?

Physician: Zero. Oh, 1 may have had one or two lectures with Dr. - but
there's a very poor introduction or preparation for il. No formai training,
you get it from experience. (31 :7:9: 1(92)

Physicians put forward a number of reasons why formai multicultural hea1th care

training and health care is not "practical" at the level of dinical training. Sorne

physicians' responscs to the lack of formai multicultural training related to known and

commonly believed learning priorities around the medicalleaming and evaluation process.

Sometimes the absence of multicultural courses, they observed, was as an inevitable

rational outcome of a highly intensive fomml education.
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Physician: There are no courses because a course like this would he
impractica!. It would be competing with other courses and young
physicians want to read and study about phamlacology because it is
important for treating discase. But culturc is vaguc and far away ...
(26:7:9: 1992)

Physician: What happens as they (medical students) go along in training
is just the barrage of information that is imposed on them which is not
related at ail to psycho-social or cultural issues. You know (pausc) you
(have to'!) know the latesl New England Journal cold. If thcrc's time for
anylhing else, that's fine. (37:3:4:1993)

Physician: This is Nonh American Society. We are so spoilcd by
advenising, that is if someone doesn 't come to advertisc whatever it is, a
course in this cuse, ... we don't think of il. Becuuse everything advenised
is sold 10 us. (26:9:9: 1992)

Physician: When 1 went lhrough school, there reully wus nothing much.
We had muybe a lecture on transcultural psychiatry ... (24:2: 1: 1993)

Physician/Professor: 1don'l see thut giving thcm u lecture on it ... eurly
on 10 the medicul sludents would do very much. 1 mcun thcy would listen
to it, take notes on il und like u lot of things, they would prioritize it and
figure how nmny questions on the exam wouId be on thut und if Ihey think
only one or two. then out the window il goes. (31:7:9:1992)

Many pructitioners expressed vurious conccms about the health cure environment

thut they saw developing us u result of the increasing emphasis on specific kinds of

thinking in training. Some described their practice us the rcsult of u leuming cmphasis on

success-orientation in science-based curriculum, with its accompunying cmphasis on/ocul

knowledge:

Physician: WI!lI tlze traillill!: j'rom OUf perceptioll is that, you kllOW, you
succeed if you team aholl/ symptoms ... it's the model of pain. The pain
mode!. Wlmt is your puin'! How largc is if! How long does it lust'! And
then you look for stressor und then you get un idea if ils something thut's
easily removable or something that goes wuy beyond what you would
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expect from a stressor. And then usually you look for a medication (to
sec'!) if it fits with the stressor. (19:3:9: 1992)

Physician: 1 think what 1 understand ta be the bio-medical mode!, 1 mean
seeing illness as the pathophysiology of the disease. And simply in terms
of pathophysiology. Anj 1 think it's success orientation brings in a
different dimension for me. What 1 understand there is that it's how we
perceive our mandate and we perceive our mandate uSlllllly in Western
health care to investigate and diagnose and cure. Alld tf) make ail impact
Oll the di.l'Case trajectory (pattl'C) alld .l'Ilccess is measured ill terrIlS of
prolollgillg life. ill terms of cure. And (pause) so (pause) 1 think those are
very Iimited perceptions of illness. We should broaden ail of those.
(25:5: 1: 1993)

Other comments observed that the knowledge and training resulted in a

"propensity" for reduction of people to categories of disease:

Physician: You know, Ithink generally, l'm impressed by our propensity
to reduce ail clients, patients or family members, in particular, patients, to
disease and to see them in terms of an interesting case or a not interesting
case of (pause) whatever the issue is diabetes, chronic heart disease, or
whatever. (25: 1: 1: 1993)

Physician: Oh, 1 think the success of the biomedical model, you know the
whole Cartesian dualism came along for a very good reason, to escape the
total control of the church ... and 1 think the very success of the
biomedical model has fed on itself ... (29:4: 1: 1993)

Another physician, in caring for chronically ill people, while recognising the need

to gain 'mastery' of focal knowledge and the increased relJuirment for greater

concentration by physicians on focal medical knowledge, also expressed the hope that

other kinds of pmient knowledge would still be addressed. This physician worried and

expressed the hope that patient concerns which demanded knowledge and skill beyond

the "province" of the mode! would be taken care of by other members of the clinical team

(24:5: 1:1993)
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Physician: 1thi/lk scie/lce. whic:h l'eclllne the Goei 4 meeiicille has workcd
on a reductionist model where you look l(lr smaller and smaller
componems thm you can completely undcrstand and so as physicians we
telld ({l he focuseei i/l 011 the patllOlo}iY of l/isl!lISe and going from gross
pathology down to sub-molecular pathology al this point in time and to
}iaillll JIIl1.Hery of wzeierstlllleiill}i of why things happen the way thcy do but
the more shurply focused your perspective comes, the more issues lire left
011 the sieie liS Ilot heill}i your provillce. lImi you hope SO/IWO/Ie e1se pic:k.\·
t!zose up ... 1 think collectively as u team. ifs our rcsponsibilily to mukc
sure ail these arc addressed. (24:5: 1: 11)1)3)

Thus the physician's paradigm is reductionistic as she or he trics ta hlend vurying

experiences of illness und discomforl into a wcll-ordercd pattern of discasc and

symptomology illness clussification. The practicul dilcmma in thc daily workings of

clinical life beeomcs an issue of providing for the more obscure areas of the clinical

exchange.

7.3 Modifying the Model in Everyday Practice

Some physicians in addition to recognising und affimling lhc benefits of a team

approach to the udded dimensions of cullural heallh necds, also say thal in fact lhey do

engage in ulternate ways of th inking infomlally during their practice and care. They

explain lhal the emphusis on cerlain kinds of science-based knowlcdge und perceived

difficliities sllch us those which huve been described in previous accounts here result in

their "huving to do u process of modificalion" (I9:7:9: 1993) ta allow for "Oexibility"

wilhin lhe paramelers of the mode!. They argue lhm u beginning point for such praetiees

of modification is to try to 'work around' "one's persanal attitudes" (19:7:9: 1992) which

are formed by lhe mode!. This often means for the praclitioner thut a very individualised

and reOective process of change in personal lhinking must take place in practice la
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accOlllmodate cultural differences. Sometimes it is described as a change in terms of

"modifying your attitude". (19:7:9: 1992)

Physician: Yeah, 1 think what YOlI modify is your auillldc 1 would say
that the people l'm working with ... they're 1t,llian speaking 1guess that
the most difference eompared with our model here, is the level of
education and understanding ... 1 sllOuldn' t say llfldcrstandinil but looking
at the complaints from the conceptual point of view, which is that
symptoms are something that happen to you like something from outside
coming into you that you then talk abolit as being separate from you. For
thcm. tlwy comc ill alld thc .vymptom i.VIl·t .H!parate from thcm alld thcy
cali' t. thcy dOIl't telld to /ook al it as somct!tinil which is 1II1 clllity in itsclf
... they're experiencing the symptom ... they are the symptom. In a way,
they don't have the symptom and so it's rcally ditfcrclll and you're saying
ok, weil what abolit that little thing you know, and they don't understand
what you 're talking about ... So you modify your attitude. (19:7:9: 1992)

The problem that practices must be modified is an important one and must be

emphasized for our investigation. It immediately draws our attention to the question of

the location of the knower. What must be modified and for whom,in contrast to what

alternative which does not need modification'! Through the talk of this physician, the

notion of 'modification' becomes clearer.

Physician: We don't know how to fit it (cultural manifestations) into our
mode!. You know - whcn you have somcolle come in wh;' comp/ains about
thillils that you dOIl'tfee/fit your mode/s, you may say "wcll, why arc tllcy
sedllil me? They SllOUld see someIJody wlw's illlo Ihat mm/el" you know-
if the problem is that there's something about the son and the son is

having problems with the daughter, weil then, why don 't they go and see
someone(else) you know. That's Iwt our modd· our mOl/el is "where's the
complaint'!" and "what happened'!" ... You walll thcm 10 comc in alld say'
"the prohlem is comÎllil from therc Imt il's CllllSillii Ihis ill me" ... you
know. (19:5:9:1992)

So there is a problem in that practitioners fccl pcrsonally restricted by the practice

and training principles which direct their activity. This dilemma often results in questions

by physicians as to how patients may be evaluated and treated. Practitioners also argue
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that rigid adherencc to current model is "not always satisfactory" (19:X:9: 1992), either for

patients or for practitioners. In order to cope with this sense of dissatisfaction,

modification of the practitioner's attitude cOllles to be followed, sOllletillles, by the

individualised, "ad hoc" practical action of actually 'Illodifying'or Illolding the dinical

process. And when the ,rrocess can be more practically and realistically shaped the

practitioner then begins to feel "more comfonable" with the Illodified clinical fit:

Interviewer: If you had the chance to work around the curriculum a little
bit, would there be things that you ...

Physician: That's a good question, it's hard to answer, because 1l'cel more
comfortable now than a year ago ...

Interviewer: You're adapting in a way'?

Physician: Yeah. l'm adaptinx. And 1 don't tllink 1 kllow IIOW l' VI! fillly
adapced yet. Bill 1feel more comforllllJle //lM ... But 1'111 not sure that what
1 can tell you is what l'm going to agree to in a few months but what 1
think is, is that l've taken an attitude that whatcver 1 can do, like 1 said
before. If 1 Ji!eI 1 may he helpfill. 1'1/ do it. If 1 feel like 1 can he
detrimelllal. 1 jI/st won't. And 1 jI/st have tll he slllisjied with my limits in
a way. (l9:X:I):1992)

Physician: 1 think to whatever degree 1'111 effective (with patients l'rom
other cultures) or nOl now, has been very Illuch Illore a case of learning on
the job. (24: II: 1: 11)1)3)

Another form of modification with respect to the formally learned model is the

practical solution often described by physicians as "referring away"" or "referring out".

Practitioners who feel restricted in not being able to skilfully modify the model when

giving direct patient care describe the solution of "referring away" as a method of

working arOillu/ their sense of limitation in knowledge,

Physician: 1 think you have to make a decision l'rom the interview about
whether you're dear enough that you've got the information straight and
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that your treatment will do no haml ... but otherwise 1 think it's really
important to refer them (the patients) away ... So 1don't blame people who
refer them away, but 1 do feel bad about the fact that they're not always
(pause) people arc referred away because of misunderstanding, because of
language, and sometimes they're referred away because of not
understanding the type of complaint (pause) (the patient's problem, for
example) and also the emotional intensity may be sueh that they (the
referring psychiatrist) feels, "1 don't want to deal with this". (19:9:9: 1992)

Sorne physicians attributed successful cultural collaboration in practice to

"experience" rather th an formai acquisition of ski Ils. Many described how the workings

of day to day experience became a sort of trial and error process in terrns of trying out

what seemed 10 work and then trying out an alternative if, in fact, it didn't work. As one

practitioner put il:

Physician: You liet it (culllIral klllllviedlie) fro/llexperiellce. From seeillg
patiellls from dijferelll clt/llIreS alld thell the family memhers alld thell
doillii .l'our hestto plll it together, and usually unfonunately, initially in an
oppositional way, The family might make a request and you would reaet
by saying "no, Ihis is the way it should be donc from my perspective" ­
my culturally determined perspective as weil as other formai training
perspectives. And then the family wouId say "weIl, no, this is the way we
would like il." And then it would get into a difficulty unti! a supervisor
might step in and say "Weil, let's see if we can arrive at something that
these people can live with ... (31 :6:9: 1992)

Interviewer: Vou seem to have lJuite an indepth understanding of sorne
of the (cultural) issues. How did you learn that'!

Physician: Weil, that's another part of learning your degree. It's Iike a
practical feUow who plays the violill - aliddler witluJl/t lioillii to a teacher
. il' s .iust IJl/fIli1l1i your flllgers ... so you leafll it ill a practical way ...
There is no book or experienced te\lcher ... 1 never learned ... 1 had to
learn the practical things myself. (26:3:9: 1992)

Physician: Knowledge is absolutely neccssary. But if in the beginning of
your training, when you haven't seen a patient yet and 1am then going to
talk to you about culture, you react, because you are busy with so many
other things you are supposed to do ... the reaction is, "what's the big deal,
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why should we spend time." Ic"s ollly later, ",hell. Ii> lise that eX(Jre.uioll,
YOllr .fill!iers !iet hllmed (and) you realize it (knowledge) is needed.
(26:9:9: 1992)

Physician: One experience thm stands out very much for me. carly on in
the ward experience here m -- was with one panicular man who had come
to Canada as an immigrant - an Urdu-speaking man from Pakistan. an
older gentleman. His children had moved to Canada and they had brought
their parents ... so this man did nOl speak English or French. he spoke
Urdu ... And we were very concerned about this unfonunate. isolated
elderly gentleman and we were trying to remain in the roOIll a lot and
since we coula not speak the language. wc were trying to convey the
concem by touching and so on, only to subselJuently lind that he was a
very devout Muslim and that we were invading his prayer time a great
deal of the time and for females to be touching him was lJuite the
antithesis of his cultural background to what would tmly be supponive to
him. So, with ail the ri!iht illtelltiolls, wc did ail the Wroll!i thill!is. Alld 1
thillk that was a realleamill!: eX(JeriellCl! ... (24:3: 1: 1993)

These preccding accounts of physicians atlestations with respect to some of the

contradictions and ambiguities they face within their cultural and cIinical encounters m

University Hospital. lead to some funher theoretical considerations. While the argument

is cIear that the medicalmodel has fonnally continueù to establish itself as the dominant

health paradigm in the West (Kleinman, 1992; Loek & Gordon. 1988), the argument is

also cIearly made in the theoretical literature that alternate anù contrasting health care

paradigms have not been forthcoming as a working moùel of cIinical practice (Leininger,

1990). It is apparent thm medical anthropologists, transcultural psyehiatrists, medical

sociologists, transcultural nurse practitioners and the nursing profession as a discipline,

have offered alternmive and contrasting paradigms to the onhodox medical scientilic

mode! of health and disease, However, as argued in an earlier ehapter, effons to posit

alternatives which may be realised in fom1<11 hospital pmctice have been relatively

unsuccessful.
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Alternative & challenging paradigms of thought have also been proposed by

medical sociologists who have shown that medieine in capitalist societies reflects the

values of unequal power distribution and they have also shown how medicine can act as

a rOm1 of social control (Navarro, 1978: Waitzken. 1983). These assumptions continue

to prevail, concluding that the scientific rationalism of 'biomedicine', with its insistence

on rcductionism has maintained its orthodoxy in spite of decades of many pervasive and

persistent alternate schools of thought (Kleinman, 1992). While these preceding

assumptions must he largely acknowledged, the point of departllre here is in the additional

assul11ption which lies within this opposition to biomedicine. The additional assumption

by these cri tics of biomedicine is that ail practising physicians are unanimously

incorporated into the 'canons of procedure' (Atkinson, 1988) informed by biomedical

orthodoxy.

An alternalive challenge tO the view that the dominant healing model remains the

exclusive model of pmctising western physicians and is lhus secured within "tenacious

biomedical assumplions" (Dossey, 1984, p. 15: Eisenberg & Kleinman, 1981), may be

seen in the work of Raymond Prince. For example, the notion of formai "cooperation" and

"pannership" between western medieal pmctice and folk healing practices has been given

attention specilïcally in the area of tmnscliiturai psychiatry (See for example, Prince,

1981. 1984). Princc points out that due to detailed field work across psychiatrie and

anthropologieal disciplines, the work of folk healers has gained increased "intelligibility"

and "credence" by western medieally trained physicians. Reporting on the First Pan­

African Psychiatrie Conference in Nigeria in 1961, Prince has argued that there is
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evidence to suggest some. affimmtion and recognition of folk hea!ing practicl'S, which in

turn has made possible some 'cooperative ventures' <Prince, 19XI).

ln line with the concept of 'cooperativc ventures' and partnership some of the

physicians' accounts of clinieal practice at University Hospital, may be considered not

only from the perspective of whether altemative healing views are accepted and acted

upon by practitioners, but also in the context of the concept of 'cooperative ventures'

(Prince, 19H1) and 'partnership'. Earlier in the chapter we Iistened to the accounts of

physicians and nurses with respect to modification in practice of the science-based models

which inform their practice. 1 will elaborate funher on these practice actions of

modification here and show the way in which the effort to 'cooperate' happens in

practice. If we think of this notion of 'cooperation' in the eontext of an inforrnally

acknowledged practice or in a way that is not rcadily visible within the orthodox space

of health care, it becomes possible to see that the i,,{OrJ/lll[ processes of thinking that

physicians and nurses at University Hospital engage in, do in fact, acknowledge this

'interface' and 'cooperation' in terrns of cultural care. For exalllple, in some of their

views, physicians at University Hospital argue that, in practice, a "colllbination of

biollledicine and cultural knowledge is necessary" (19: 10: 19: 1992). They argue that strict,

orthodox adherence to pharmacological rules, inforllled by standard principles, sometimes

"needs to be loosened ta accommodate" (37: 1:6: 1993) culturally defined illness concerns

which often fall outside orthodox biomedical clinical evaluation. One psychiatrist argued

that the need to cooperate with two differing orientations cornes from differing

complexities of known biological phenomena.
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Physician: Biologically there arc a lot of (cultural) coping things too, that
have 10 be accolllmodated. The use of medicalion for example is often
(culturally'!) differenl. For example, a lot of people will respond to a dose
of medications that are a third of what you givc normally ... with like an
anti-depressant, the minimal dose from the CPS will somelimes give
people side effecls tliat they can't tolerate ... a dose that would be
considcred non-therapeutic i.l therapeutic. Wc know that facl if we happen
to read about il. Wc tend to doubl it and to really resist going down
(decreasing the dose) you know ... that's something 1didn't do exccpt by
just going Ihrough it clinically. (19: 10: 19: 1992)

Physician: A patienl 1 have, a wOlllan in her 3\)s with Schizophrenia.
She's on neuroleptics ami herbai medicine. And she came to ask me how
1 felt about these IWO different medications and 1 know ljuite a bit about
herbalmeds and 1 find them fine. They don't generally speaking, interact
negatively wilh the other bio-drugs. (40:5:3:1993)

Physician: Yes, integralion of what 1 do is a conscious, deliberate,
thoughtfulmodification of medication based on a particular interest in this
field, based on illY expenencc and based on some of my own knowledge
of differing cultures and from my own reading and rescarch. It is integral
10 illY praclice. (40:5:3: 1993)

Physician: With that panicular palient, it was a cultural and physiological
dilemma, and 1 figurcd medications are not the answer. l'd tried every
medication in Ihe book, Drap, Haldol and Prozak and 1 thought that's
enough, we have ln look at how iCs donc in thcir way ... in their tradition
(42:5:8: 1993)

Other cOlllmcnts pointed to Ihe necd for "sluff 10 be donc in tenus of

understanding biomedical and cultural differenccs" (19: 10: 19: 1992).

Physici:m: So l'rom a biomedical point of vïcw. 1 think there Ï.I" .Iwff to he
tlOIW ill tenm of (l/uiu.ltlllldin)!, that the (fimllal) therapelttic windows of
metiicatÎoll.l arell' t nec:e.l.larily true. (19: 10: 19: 1992)

Physician: And in your practicc ... if you (try (0) see cvery patient, every
family as being on a continuum as being a microculture to being part of
a largcr culture that's different from yours ... then every culture ...
everyone of those Iittle microculture, let's say different levels has things
... has (pause) 1wouldn't say myths exactly ... ('l) But have preconccived
ways of doing things (coping) that are nol going to change (pause) and
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that the therapist lllight think wou Id be important for them to ch,lIlge ",
(29: 10:9: 1992)

ln reading these preceding views. it becollles c!ear that these physicians arc

arguing that issues of 'eoping' with illness do not neccssarily follow the orthodox, pre-

detennined specifics of pharmacological intervention. In addition to the argument that

"there is stuff to be donc in terrns of understanding the therapeutic windows of medieation

aren't necessarily truc" (19:10:19:1992), physicians arc also adamant in thcir view that

first encounters with patients need to encolllpass an introduction of the knowledge and

expertise of /JOch practilioner and patient. Speaking about the notion of open-ended

exploratory assesslllent in the c!inical interview, this s,une physician expresses the need

to "explain" "the (Ontext" of the western therapists orientation as beillg sOlllething that

is illdeed possibly different.

Physician: 1 thillk that's a big idea that we have in our way of dealing
wilh people (that they will openly talk). Some people come in and you've
got to do a lot of explaining of the context (pause) what you're expecting,
what you're role is ... they wanl to hear an explanation of how that filS in
with their experienee ... (19: 12:9: 1992)

And this therapist goes on 10 say how sOlllelimes the notion of.using 'silencc' a

western practice orientation in terIns of Ihe psychoanalytic interview must be underslOod

and negotiated as l'henomena characteristic of western practice:

Physician: You know, the psychoanalytic model where silence is
something which supposedly fine, 1 think in the firsl interview (with
fmnilies with a differing cultural expeclation) if you haven't defined the
context, 1 think silence in any social interaction is preny damn
uncomfortable if il lasts a long time. So, unless Ihey know ahead of time
that silence (in weslern psychoanalytic orientation) is a chance for lhem 10

introvert and 10 think over Ihings and 10 come up with their thoughls ... In
other words (for some cultures) silencc isn't silence, il's absence ... silence



•

•

207

doesn't have the l11eaning (that western orientation) that's been ascribed to
it (pause) it's just damn uncomfortable. (19: 12:9: 1992)

One major perceived paradox at University Hospital, in practitioner's atlempts to

errect collaboration of western l11edical knowledge, with treatl11ent realities of differing

cultural populations, is in the expected practicc of following a continuous refinement of

science-based l11edical paradigl11s.

Practising physicians do know that their efforts at reciprocity in care are

supereeded by the central tenets of medieal currieula. For example, many are vocal

around concerns which have been mised in the Iiteruture, which emphasize the need for

l11edieal training to allow for a greater sensitivity towards culturally detennined issues of

illness and disease. Other physicians at University Hospital agree with the known worry

that 'biomedical data' not only dominate curricula, it proliferates, becoming central to the

evaluation criteria for successful graduation from medical school (Moffic, 1987). As one

physician put il.

Physician: Weil, 1 think we don 't have time, (for cultural considerations)
that is the result of having a biomedical model be it the operative model
in an acute hospita!. So c1early, it's biomedicaI dllla that takes precedence
in temlS of attention and discussion and so on. And indeed one cornes to
hospital because one needs to have pathophysiology understood and
disease treated l'rom that perspective, but what then gets unforlUnately too
often overlooked. ( think, is the impact thlll these cultural issues have on
how one is feeling physically. (24:5: 1: 1993)

The consequent problems raised by somc physicians practising at University

Hospital can be witnessed in a common personal complaint about the everyday workings

of the mcdical mode!. These physicians argue that "it often conflicts with sorne very basic

hum;lI1istic principles". "does not always accommodate the unexpected" (24:5: 1: 1993) in
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the process of decision-making and places limitalions on their practiccs in the "Iack of

formai emphasis on cultural assessmem" (24:6: 1: 1993). Moreover. thesc physicians worry

that the content of knowledge with which they are provided "does not al ways provide the

optimum conditions for cullllrally sensitive health" (24:6:1:1993).

7.4 Paradox and Reciprocity in Western Ilealth Care Thoughl

As we have heard in their accounts, physicians working in multicultural seltings

such as University Hospital. orten find themselves in 'ad hoc' or 'accidentai' dccision­

making pmctice dilemmas. These practice dilemmas not only occur in the process of

finding a discordant c1inical fit. They also sometimcs occur as the rcsult of a personally

felt experience of history and culture of which they too, as immigrants thcmselves, are

an integral parI.

Some of the reasons that have been seen to account for the preceding questions

around pructice. it may be argued, point to the other somewhat difficult parudox which

curremly characterises the discourse of health care in the United States and Canada. One

problem for example. is in the concern that students both of mcdicine and nursing, necd

adequate and sufficient preparation 10 keep ahreast of cvcr-cbanging demands of a

sophisticated and increasingly complex technological cconomy (l3arlcy, 19RR; Parsc, 1992;

Maxwell. 1979). These writers assert tbe inevitability of a progressing technological and

scientific world whicb must be seen to encompass concomitant kncwledge and expertise.

And yel, these same proponcnts of health professional education are conccrned that therc

is a need to prepare students to think creativcly in tenns of thc every day choices they
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makc ahout thcir work (Parse, 1(92). These advocales of curriculum change include in

their argument the nced for decision-making knowledge and skill with respect to life

world praclice and cultural sensitivity.

Again, this baekdrop of coneerns is the notion that state health poliey decision­

making has not taken seriously these apparent polarilies of learning technical excelle'1ce,

versus infonnally and creatively organized practicc. Therefore, there is an absence of the

academic possibilities that could be given to practitioners and th us patients may not

always reccive maximum benefit l'rom their practiees.

Much health practitioner tmining policy has in fact offered solutions that either

lakes away curriculum design that might prepare praclitioners 10 be knowledgeable and

critical thinkers in personal and family relationships (Anderson, 1986; Leininger, 1976),

in Ihis case multi<:ultural relationships, or leaves out substantially the role of

anthropologists, trans<:ultural practitioners and educators of health care and

mulliculturalism. Solutions that are offered do not always benefll l'rom the judgement and

experience Ihm for example, a cross-disciplinary approach to health care practice might

bring to bear on these issues (Anderson, 1987; Boston, 1(92).

The result is that current health education poliey formulations appear to leave

practising physicians and nurses without the fonnal knowledge and clinieal skill for

understanding mcial and cultuml concerns (Moffic, 1987: M'ISi, 1988; Stephenson, 1990).

ln addition to the concerns we have heard here, in the voices of physicians, about needing

to personally \l'ork cultural health content into the existing structure of the medical model,

another question arises on issues of language undcrstanding and communication. The



•

•

210

question then arises that if physicians and nurses must depend on 'ad hoc' creativity to

ensure that a goodness of fit exists between themselves and the individual p:llient they

serve, how in the absence of language understanding does this actually take place'!

In a previous ch.tpter il became app.trent from the voices of praclÎtioners and

patients that there was a graduai yet steady increase in the lllnùber of people who

idenlified themselves as foreign-born who were seeking heallh care and employment at

University Hospital. We heard through the talk of patients and practilioners about a global

diversity of people at University Hospital whose cullural. socio-cconomic. linguistic and

political backgrounds are substanlially different from one another.
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Chapter Eight: Mullilingualism
The Practice Setting ln Action

H.O Competency, Culture and Language Understanding

The issue of language and translation presents a significant challenge for

•

practitioners and patients at University Hospital and is an important one for our

understanding. Since an estimated 35 per cent of pntients in the hospital speak neither

French nor English, the question then arises as to how, within the daily workings of

treatments, procedures, information giving, dhlgnoses and bedside care, patients and

practitioners come to understand each other. The issue of translation is cornplieated

moreover, not only around simple translation of a given language, but also around its

various meanings and interprelations. As Ralph Masi puts il:

ClinicaI. professional interactions depend not only on the spoken word but
also on hody language. The issue is not simply one of translation: different
cultures express themselves differently. Characteristics and mannerisms, if
misinterpreted, may le,ld to difficulties in interaction, For example, sorne
populations may, as a sign of respect, he more reserved. Others may be
more expressive ... Even simple gestures, such as a handshake may be
interpreted differently by a variety of groups (Masi, 1993, p. 15).

With this sense of the complexities of language and interpretalion in a multicullural health

environment, we may then look al the ways in which language and understanding are

l1lanaged by patients and practitioners. A prevailing assumption which is evident in the

talk of practitioners at University hospital is th,ll language ability and linguistic

competency are firmly embedded within a hierarchy of ideals. The ideology of

intelligence is a tïlter through which practitioners perceive their role as novice language

leamers.
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Often the practitioners' shared notion of intelligence in relalion ta language ability

embraces the dominant ideology of mediocracy in western society'·'. The wide range of

opinions about the value placed on having competent language skills illuminates the

practitioners' sense that his or her social position is not lïxed but is in his or her view,

deterrnined by the varying judgements made of practitioners as linguistically competent

interpreters of the world. The experiences of somc practitioners for example. have led

them to believe thal linguistic competence detennines a place wilhin a hierarchy of

intelligence which is inextricably interwoven with a position of status in the sodal

structure of health care practice.

Nurse: For myself, whal 1 find people judge (pause) they make
judgements be it weil .... 1 mean patients l:llll't understand ail of this
(trealment) sa we'lI superlïcially tell them what's going on. 1mean, (don't
think we give them the full benelït of the doubt because they're l'rom a
different background and there arc a lot of different ways of doing things
ta ours... be it because the way they're dressed, be it because their
language - be it because where they come l'rom ... let's say they're coming
l'rom the mounwins or l'rom South America (pause) they're intelligent as
any - your or 1. 1 mean there's always a way of explaining. Bill 1JO/mtl
through illY years ill I/ursil/g. that if it's al/ illll1ligrllllt or cheir lal/guage
is poor. they' re jutlgetl very quickly. (12:X: 12: 1992)

Nurse: 1 am Portuguese. 1 arrived here in '61 at the age of fineen ... Il
was difficult because of the language of course ... people lreal you
differently when you speak with an accent ... 1would say that beeause ('m
Portuguese 1 sort of came into nursing with a different background
(12: 1: 12: 1992)

Some nurses argue that the mastery of linguistic ski Ils is the means to a viable

entrance to their professional peer affiliations.

Nurse: Il (nursing training) wasn't easy (pause) because 1 still hadn't
m,lstered the language l'ully (pause) there was a big barrier (pause) with
my nursing colleagues because of langu'lgc. (12:3:12: 1992)
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These notions of 'mastery' in terms of linguistic competency are also seen to

manifest thcmsclves in Ihe way that practitioners must decide on their own what their

individuallanguage abililies in Ihe clinical selling are and how to use them. Sorne nurses

make the assumption of this 'reality' by placing themselves on a self-created evaluative

scale of language proficiency. They measure their abilities on this scale in terms of a

passing grade or what they describe as a skill of 'gelling by' or barely 'managing tbe

basics' (13:X: 10: 1992). Olhers appear to have chosen to place themselves much lower on

the language compelency scale. These practitioners argue a sense of helplessness or

inadequacy and in so doing, place themsclves amongst Ihose with a faiIing grade:

Nurse: II (the clinical test) was totally foreign to her (the patient). It was
totally (pause) I.f'e/t such a fai/ure. 1 couldn't do the translation and she
couldn't understand or comprehend or (pause) 1 dOll't kllOlv. f couldll't
evell wlk tIJ ha (pause) but just from her body language, [ know that she
was fearful about what was happening 10 her. [ felt really afraid for her 1
eould see that she couldn't undersland why it (the clinical test) was being
done (IX:9:3:1993)

Nurse: [ manage very weil. It seems [ don't have such good English, 1
have an accent ... but even (the) Ukrainians understands.

Nurse: [ speak Ukrainian a lillie bit ... Russian a lillie bit. Hungarian 1
understand a lot of words too; Lithuanian a lillie bit, French and English.
Weil [ manage 10 make it (language) understood, only the basics ... And
f' III cl/{Jl/hle to pick up a few words and be able to make the global things
understood. And Ihere it's not a bad problem, alld they (the {Jatiellls) are
very {Jleased. First when 1don't know thcir language or some things like
that 1 will say 10 them, how do you say hello and the next visit 1 will say
bonjour and 1say o.k., tllllt's the .I·tarl. And then ['m capable, even 1 have
an accent ... to manage the basics. (13:6: 10: 1992).

Others sce this notion of 'gclling by' around language underslanding not so much

in terIns of hclplessncss or a lower placement on the language scale, but more in terms

of being able to tell palients "something meaningful" in terms of their care. They see this
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fonn of interaction as hcing able to speak enough so "that ln fact you do something

personalised" (17:4:3: 1993).

Nurse: Now 1think it is nice when people - caregivers are able to interact
with patients in different languages. And 1 Ihink that patients feel that,
e'len if you know severai sentences in that language that you speak. that
you in fact do something personalised. So sometimes you really need the
whole medical translation. But sometimcs you just need to be able 10 tell
them that there is something thal you know which is common with whm
they know ... to make the contact, Ihey just feel that they can trust you
beller, thm they can ask you thm you know something about them.
(17:4:3: (993)

Other nurses daim that language translation ability cannot always function to

"maintain a therapeutic or an informmive (patient) rclationship" (16:4:3:1993). These

nurses argue that Ihe problem of explaining tremment and conveying information isn'I

sufficient and cannot be solved with "understanding a number of languages"

(16:4:3:1993).

Nurse Manager: 1 think (there is) a poilll of contact. 1 Ihink il is then
probably difficult to. or we should not assume that this is enough, to
maintain a therapeutic or an infommtive relalionship with thm individua!.
1 mean if 1 were to say Ihat 1 speak a number of languages ... then jusi
because 1 have assembled the patient's history, 1 certainly cannot tell the
patielll or explain /() the patielll, what 1 WOl/lti like thelll /() know. So 1
wOl/ldn' t he sl![ficielll. 1 walti .il/st make tile contact, hlll l wOl/ltin' t he
sl/fficfelll to be the interpreter for thm interaction. (16:4:3: 1993)

Olher practitioners express pride in the sense of their successful management of

language ski Ils. Placing themselvcs high on the language proficiency scale, they sec

themsclves as having achicvcd through life cxperiencc a high dcgrcc of multilingual

competcncy. This they arc able to insert into their routine practices and as such are able

to successfully do their work.
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Nurse: 1gucss hcrc 1feel pretty capable as far as language ... 1speak - my
main language is English and 1 learned Frcnch when 1came to Quebec. 1
also speak Chincse - 5 different dialects of Chinese and 1 speak the
national language in Singapore as weil, which is Malay and so (laughs)
that's a lot. (12:4)12:1992)

1n sum, practitioners not only tuke personal pride in their various abilities and

proficiency in speaking and understanding the differing languages, they aiso know that

these self-Iearned skills are a necessary altribute to the function of practice in University

Hospitul. Nurses realize that as practitioners they must be able to work collaboratively and

accountably within the interdisciplinary professional mode of clinical daily work and they

also know that the measured success of such collaboration is onen also a function of

having to make things work linguistically. Thus these aspirations of personal effort

towards mastery of linguistic competence, according to these accounts, play an important

role in the day to day workings of clinical life. These practitioners then sec themselves

as vital and responsiblc participants, as weil as being an integral part of a team of

linguistic mediators. Moreover, practitioners also know that they must maintain flexible

work boundaries to allow for extension of their linguistic expertise beyond singularly

focused clinical conccrns.

R.I Linguistic Collaborative Exchanges as "Nornml Events"

What becollles central to these nurses' concerns around language proficieney is

the way in which such skills are used in order to effeet good eollaborative praetiee.

Lcarned multilingual competency is not only uscflll on an individllallevel, it is also useful

as a working 1001 within the elinical cOllllllunity. Practitioners at University Hospitallearn
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about each other's language skills and in turn, know how to make these skills work for

themselves on a collective level. They leam the utility of linguistic l'llllaborative exchange

and lhey learn to accept this phenomenum as (l'il were a normal evenl.

It becol1les c1car within the voices of nurses with respect to the process of

linguistic 'coping' that these language coping inter exchanges arc seen within the

complexities of a network of l1lulticultural practitioners as an integral part of thcir

everyday world.

Practitioners ,who are considered linguistic experts within the hospital community,

in that they have del1lonstrable lluency in 1<tnguages, know they must cxpcct and be

expected to wllrk as l1lediators and language translators for patients and families

throughout the hospital. This is evident l'rom the following two dialogues:

Dialogue (a)

Interviewer: Do you find in your everyday practice that language is an
issue for you'!

Nurse: 1have been asked on several occasions to try and help patients out
- my speaking rive different dialects is limited in the way that l'm not
good at translating medicalterl1linology (pause) but l'm beginning to see
more and more Chinese patients in the ciinic who really don 't speak
anything except Chinese (pause) 1 lry very !larcl (pause) l'm kind of
looking into it now to get sorne help l'rom experts who speak the language
better than me and ta try and get them to te.tch me some of the medical
terms.

Interviewer: So what kind of help uh .. :!

Nurse: It's amazing, a lot of Chinese don't know medical terms as weil
(pause) so, l've been (pause) l've come across a few people that l've
known in the hospital who can really hclp me. So yesterday, 1bumped into
a patient who always has a translalOr. so 1 asked if she could hclp me
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(pause) and she didn't know ail the medical lerms as weil (pause) like
(pause)

Interviewer: ('m not quite c1ear. Are you saying it is this patient who
could help'!

Nurse: No it wasn't a patient, it was the patient's translator. But 1 asked
the patient, 1l' her translmor could hclp me ...

Interviewer: Oh, the patient 's translator'!

Nurse: (Yes) But she (the translator) didn't know, so she promised me that
she's going to help me by looking into the dietionary and maybe calling
me ... (11:6:2:1992)

Dialogue (b)

Interviewer: When is translation an issue'!

Nurse: Weil 1 find if 1can get a translmor (pause) let's say if o.k., 1can't
understand as if we both aren't connecting at 'III.

Interviewer: Whm sort of resources exist, if one did want a translator?

Nurse: Staff persons, other staff people chat / kllow speak other languages,
(you) caillocating to ask for somebody, it's IlOC U prohlem if ifs jusc for
/UIlIiUlllie.

Interviewer: So if you were to cali loeming, what would the process be?

Nurse: 1 have someone who speaks say, Vietnamese for instance so 1
'phone (the switchboard) and ask can you please page someone overhead
if someone is available, if someone is available ean they come down to my
area if they eould.

Interviewer: And that happens'!

Nurse: Yes, 1 think if they have sorneone Vietnamese (pause) whoever it
is, someone will come (12:8:12: 1992)

217
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Thus the notion of 'informaI practice' or 'ad hoc' coping with the necessities of

understanding treaunent and care, arises out of the inllnediacy of the health care contest.

Patients and practitioners then collaborate to "I/(lrlllalise" an organized system of

'makeshift' or 'ad hoc' l'lnguage practices.

Nurse: Like this moming, there was this Chinese pmient who came in
with her son - her son is a little handicapped (pause) and 1 said why are
you here with him today'! When 1met her in the corridor and she said she
had to nmke an appointment and 1 said weil, you could cali instead of
coming here and she said "because 1 don't speak the language ... You
know, so they feel very insecure in that sense - that's why 1told them next
time cali me and if l'm here l'li help you instead of you know travelling
quite a distance ... But they felt reassured ... just to sec the receptionist. To
get the card to say thm the appointment is there - 1 think they feel more
secure, They feel if they had spoken on the phone there would be a
misunderstanding (11: 10: 12: 1992)

Nurse: The Asian patients have to come towards me because they tend to
ask me questions - because some of them like 1 say, don't speak English,
So they come to ask lJuestions and then when 1answer their questions and
then they will always be phoning me, calling Ille for infonnation ... As for
the other putients, if 1 was the one who staned their treatment, as a
primary nurse on there, then it's ok ... But when the clinic have a new
patient - chey Wl/I!C me III cake che!r case. They want me to go down to the
c1inic ... They don't understand the treatlllent there. 1find Ihat patients tend
to cOllle tow.lrds me and are sometimes very fearful ... (Il :ll: 12: 1992)

Nurse: No 1don't think it's necessarily if "Ill not there .. the world goes
on. It's ... 1 Ihink it's just that when they (I\sian patients) have lJuestions
they probably think you're probably underslanding them better in the sense
of the cultural (Il :9: 12: 1992)

And here it can be seen that the instant accessibility of 'linguistic expenise' is

made casier by the assumed nexibility of everyday working conditions which allows

practitioners and health care workers to adjust and re-adjust their working roles, The
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perception of the practitioners account constillltes a rcality of what is accountable as a

normal sequence of events. The practitioner asks the patient if a translator (found by

another practitioner on a previous occasion) can be made available and il is on the basis

of whether or not the patient agrees the reality hecomes accountable for this practitioner.

What docs not figure in the account is the sequence of evelllS which has led 10 the ad hoc

action of looking for what is perceived to be the incidental, yet normal, occurrence within

the heallh care process. Moreover, what is also missing in the account are the lime-

managed conditions of the process of seeking out the 'accidentaI', th us what is of primary

concem here are the social relations within which these actions and practice are

emhedded.

Strategies of learninB on the job or learning the ropes of linguistic accessibility

then serves the ultimate purpose of adhering to clinieally aecountable care.

Nurse: Yeah, 1 mean what was good with that patient was that once we
had found somebody to help us translate we could do a proper evaluation
(15:7:10:1992).

Patient: They try their best for me (pause) they want to help (pause)
sometimes 1don't understand what he (doctor) is telling me and he doesn't
have lime (pause) but, weil yesterday was good, that lady over there
(patient in next bed) she helped them because she knows to speak my
language (9:9:3: 1993).

Heallh practitioners then work up strategies for what serves the practical purpose

towards achieving the objective of treatment and care. As long as the ultimate planning

of care functions smllllthly, vagaries then remain in the background. Thus there is an

evolving but conlinuous 'ritual' solution which allows the problem to become norrnalised.
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Many practitioncrs see their 'ad hoc' arrangements to accommodate language

needs as an expected. taken-for-gr:'.nted aspect of thcir work which l'ails o/ltside of the

domain of their own primary c1inical caseload.

This tension is particularly cvident when practilioner and patients are known by

others to be from similar cultural backgrounds. Practitioners describe the various ways

they are able to make themselves availablc or accessible even during the most casuai

encounters:

Practitioner: Weil then 1met S. in the hallway and she said. oh there you
are. 1 was looking for you in the cafeteria. Do you have a minute'? Wc
have this patient in endoscopy and she doesn't speak any English and 1
told her sure in rive minutes l'II be right there (14:3:12:1992).'

And when the "norm" of ad hoc language collaboration is called into question, the

reality of the account remains the same. For example, in the absence of a "staff'

translator, rationalisation for the breakdown of the ritual takes varying forms. For

example, the breakdown of the system of calling the switchboard or getting someone

tbrough 'loeating' they argue is just a case of "the wrong people being on dUlY at the

wrong time".

Nurse: Weil. if weil you know, the units have a lot of different staff who
speak different languages ... sometimes it is just a matter of the wrong
people being on duty at the wrong time.

Interviewer: So if they are not on duty'?

Nurse: If the staff is not on duty on the day you need the translation then
il's more of a problem.

Interviewer: How so'?

Nurse: Weil in this hospital we are always exposed to different (;uitures,
1 mean you have (pause) S. a(;tually speaks itali'\I1. K. speaks Vietnal1ll:se
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and wc had a nurse who floated with us who spoke Portuguese and .1'0 we
.mid wc wcre preuy weil covacd in the sense of language .. , So that 's why
when , came here to the c1inic, they said "oh K, good that you are down
here because we have so many Chinese patients."

Interviewer: So it's almost always wcll covered .,.

Nurse: Yes, most of the time and like 1 said hefore, sometimes it's just a
malter of the right perwn being on another schedule that day
(1 1:<): 12: 1<)lJ2).

And when external 'problems' arise these ritual solutions involve drawing on 'ad

hoc' rules of thll~:b, There evolves a pamllel progression of thought and deed which

stems from the need for both patients and practitioners to remain in control.

Praclitioner: 1 told Mrs. S don'! worry, we'lI gel someone to help (pause)
to explain the trcatment better than me and she really seemed relieved. She
didn'! know what we were going to do and that wc have to do that IN in
ten minutes ... (11:7:12:1<)<)2).

Praclitioners scek to salvage their 'own' knowledge of the system in order to act

kl/Olvil/}lly before admilting confusion ,1I1d lack of control, since this would detract from

the expediency of the action and ultimately the need to maintain aceountable care.

This need to act kl/owil/}lly is expressed in a variety of ways as evidenced by the

voices of thcse nurses:

A Chinesc nurse tells us:

l'm iJe}lilllzil/}I [osee more and more Chinese patients il/ che ciillic who
really don 't speak anything except Chinese. "01 kind of looking into it
now to get some help from experts who speak the language better than me.
(II :6: 12: 1<)lJ2)

But in other views practitioners, while acknowledging the varying needs for

linguistic compe!ency which arise in their daily encounters, also concern themselves with

the langu,lgc of the 'professional' culture. These practitioners mise concerns that "no
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matter what the language of the culture is there is a problem with the terminology we

use" (17:4:3: 1993).

Nurse Manager: The terminology we use when we discuss things (pause)
with patients. And sometimes we speak to the patient in exaclly the same
terms as we would give a lecture 10 the residenls and by Ihe time we're
finished, the patient has absolutely no clue whal Ihey've saill (pause) they
don't understand hall' of the words they are saying. Now if Ihis is
something that we do ail the time, at least we can try to validate whether
the person understands what we are saying. (17:5:3: 1993)

And these worries become eXlended to Ihe feeling thal differing levcls of language

comprehension have Ihe potenlial effect of creming barriers between patients and health

practi tioners:

Nurse Manager: The fact that they have to understand what 1am telling
them inmy professionallanguage and then Ihey have their language which
is Iheir day-to-day language and then Ihere is their language thm Ihey can
understand. Again, if 1don't validate thal Ihey undersland me, Ihe barricr
is there. (17:5:3: 1993)

A further set of excerpts l'rom inlerview data examined below illustrale thm many

'on the job' aspecls of the work process which arc systernatically excluded in formai

health care practices are nevertheless included in Ihe daily aClivities of University

Hospital. Indeed they arc considered by praelitioners to be central to the functioning and

management in Ihe everyday, individualised workings of the hospital selling. They arc

fundamental to an understanding of how ail practilioners conslruct a cornmon-sense

understanding of their own individual practice as an integral part of Iheir c1inical day. By

making visible the flrmly embedded nature of informai work tasks, such as stralegies for

language translation discussed below, 1 want 10 show thal formai health policy leaming

objectives do nol stand on Iheir own merit for ail cullural heallh care practices, thus
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aspects of policy making may be called into question. However, it is not the intention

here to address congruency issues of health care theory and practice, but to demonstrate

the way in which delivery of health care takes place in a process of textuaI mediation

wh ich is organized and defined by the state.

R.2 Ensuring Language Understanding: "A Very Creative Endeavour"

A major challenge which many physicians know is that they must expect to and

are expected to practice 'accountable care' within the fixed criteria of objectives

prescribed by the health care which is taught through the curriculum. A further challenge

is to make possible the fulfilment of these requirements, as weil as including the neeessity

for what many practitioners term "commonsense experience" on the job.

The most prevalent issue related 10 cultural understanding that emerged in my

daily interactions with practitioners in the practice setting was the problem of how to get

help for the needs of patients. This came to be calied "identifying resources" which

prm;titioners saw as a very "creative" endeavour. While this "creative" endeavour of

knowing how to identify multicultural resources persisted throughout ail practitioners'

accounts and actions, a large part of it came in relation to the many complex and varied

language needs of their multicultural patients and fmnilies at University Hospital. For

instance, at one l11ultidisciplinary health team l11eeting that 1 attended, ten out of the

twelve patients whose cases were being discussed spoke neither French nor English as a

first language. lt also became clear that whcn the need for language translation arose

either for understanding diagnosis or treatment, practitioners saw the time needed for
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meeting this requirement as their own "personal responsibility" (41 :6:4: 1(93). They saw

this as something which frequently needed "creative" innovation and a special foml of

know-how in order "to Iind someone" (40:2:4: 1(93). One group of physicians explained

the range of possible options. As they put it, they would have to "lind someone amongst

ourseIves ideaIly", "find someone over the hospital loudspeaker. which usually worked

very weIl" or "just try to manage without" (40:2:4: 1993: 41 :4:4: 1993). Many talked about

these language resources as vital to the assurance of quality patient care, which was also

referred to as accountable care.

Maintaining "accountable care requirements" orten meant that procedures,

treatments and clinical actions had to be fitted into an orderly required work schedule. It

therefore depended on the practitioners' ability, wisdom and skill to know how to obtain

translation resources on an inforrnallevel. Not only did practitioners' resourcefu\ness exist

in addition to the broader scope of their duties of maintaining accountable care, it was

vital to its functioning. This broader scope knowledge of their duties manifested in their

varying skills to think up solutions for working with cuiturally rclatcd conccrns and in

being able 10 insen 'common-sense' decision-making into their day to day practice

interactions. ln panicular, the 'creative' work of Iinding a translator was seen by

practitioners as one of the most routine and necessary tasks that goes on in a multilingual

hospital environment. While this routine was evident in aIl my interactions, with

practitioners. one area where it was panicularly noticeable was on the wards and in clinic

areas where patients were being treated for cancer. The following dialogue betwcen

myself and a physician at University Hospital illuminates these issues.
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Interviewer: Do you think practitioners nceu to know (multiple) languages
to practice here. Is that an issue'!

l'hysician: Weil, 1 think that's the ideal but clearly there's a limit to how
many languages you can know. 1 rhillk idel/I/y you idelllify as mallY
re,Wlllrees as aeative/y you cali heeallse ,WI mallY Il/Illillalles are
repre.wl/ed illrhe palÎelll populatioll. Particularly as our patients get older.
Cancer is more frequent ns one gets older anu it is the older members of
the family who tend not to hnve gained either English or French.

Interviewer: That's interesting. You mentioned resources. Cnn you talk a
little bit ahout the kinds of resources there are. How does that work'!

Physician: Well 1 rhillk withill tlw prcifessiollal team il's impOr/ll1ll to
idelll!{y who speah whieh lallllllll!leS ,WI rhm we ellll use eaeh other as
illlerpreter,l' a,\ .Iilf l/.\ thm lIoes. Again, 1 think thn! when we're dealing
with sensitive issues of coping with loss, where ench member of the fnmily
mnny hnve n different coping mechnnism. It can be difficult asking a
family member who's struggling in their own wny to trnnslate nnd identify
whnt the issues are with other fnmily members, So it renlly is helpful to
have nn objective neutral party involved who is able 10 trnnslate with the
pntienl. 1 thillk where we helleflt is havillill/ lerrlle volullleer tel/m alld this
team real/y exp/md.I' a !lreat deal 011 wllClt we'cl he aMe /{I clo with jlW CI

prcifessiO/lCll team in tefl11S of coming l'rom different cultures and
backgrounds. We haven't looked at that in any detaillately but many years
ago we did uo a survey on the background of our staff anu of our patient
populmion and our volunteer population and round thattlwre was a much
heller //Imeh (/illllllislÎCl/l/y) ill terms of cliversity helWeell the volwueers
allcl the pmÏt!llls tllall helWeell the slClff llIlIl the palÎellls.

Interviewer: So in the sense of needs for language, ifs sort of a pulling
on the informai resources.

l'hysician: That's right, 1think so. The more usual situation of course (for
getting a langunge translation) is that you have a Portuguese patient for
example and you ask for an interpreter .mu you get the Portuguese painter
in the hospital. And of eourse it vnries, but it usually works that way ...

Interviewer: CouId you give a particular example'!

Physician: Weil of course, we do Icarn how to work with the language
because wc fecl stymicd by the language. But then some of the cultural
psychosocial issues aren 't dealt with by one direct translation either. For
exmnple, one clderly patient 1 know with a - tumour with metastasis - is

225
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experiencing a great deal of pain. And 1 think there's also a tremendous
amount of anxiety and fear involved there. And so you end up very onen
having to have several translations. (24:3:1 :llJlJ3)

What becomes clear in this latter dialogue is that this practitioner. knowing that there is

"a limit to how many languages you can know" also knows lhat in order to deal with the

reulity of l11any variations of cultural care. in this case language underslanding. she must

expect to illsul illlo her clinical practice her coml11on-sense and crcativc skills in order

for her patients to be able to know and understand the nature of the care they arc

receiving. This practitioner knows at once that she must expect to l11ake additional time

beyond her clinical duties when a patient's need for translation requires il. She also knows

that she must allow for the time-managed conditions of "crcatively" selecting a

meaningful language "match".

What also becomes apparent as we hear more about practitioners varying attempts

to find needed translation resources is their taken-for-granted assumption of rcsources that

are Ilot needed. In the wken-for-granted busyncss of everyday clinical working life and

in the urgency of each clinical moment practilioners eXflCC:1 to find working solutions.

They also know that they are eXflcc:ted 10 find 'working', 'ad hoc' solutions in order to

adequately account for their practice.

For example. another physician is heard to express pleasure in finding a sense of

teumwork collaboration of linguistic sharing in personnel l'rom the multidisciplinury team.

This practitioner finds in the available exchange of language resources by working

practitioners, a system which "works very weil". What is not visible in his talk arc the
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time-managed conditions which must be accommodated to allow for these additional

practices 10 take place:

Physician: 11/111 hlc.ued alldfortullate 10 work willz 1II1 excellelll team. Al
allY }iivell IIIIIII/elll wc cali cali 011 someolle ... people 011 llzis leam are
mullit:ullitral so we have, weil, an ltalian nurse, a Chinese nurse, a
Ponuguese nurse, so it's a deU}i11l ...

Interviewer: There's almosl a natural exchange of resources'!

Physician: Il works beautifully. Il works very weil. (31 :X:9: 1992)

ln another account, a practitioner argues that the unexpected dinieal moment in

patient care is in itself, a justification for the creative seeking out of informai resources:

Interviewer: Is it (language translation) do you lhink, an illformal.lyslcm'!

Physician: Ill!lls III he 1 llzillk, hccause llze IÙ///! 10 have chlll is wlzell llze
lime i.v ri}illl Cl/Ill so you have 10 cali up whate\'/!r resources you call filld
allhllllÎme. parlicularly \Vilh a (c:rilically il/) poPUllllioll where today one
is able to talk and to plan to be able to talk and plan next week is totally
uneenain. So you really Izave III C1/plltre II//! opportllllily \l'Izell il ariscs ill
.1'0 far as you're aMe III do llzal. (24:3-4:1:1993)

The preceding excerpts of interview data tuke into consideration the concept of

'modified cultural learning' as a basic and integral premise of the dinical experience. ft

shows how an independent health care reality is organized, aehieved and managed through

the conditions and the relJuirements of clinically aCl'Ountable care. A panicular version

of culturally rcsponsivc knowledge is produced and reproduced through the clinieal

experiencc. The reality of 'identifying language rcsources' outlined by these practitioners

is straightforward. Thcre is nothing natural about this reality, aithough practitioners make

daims to what they undcrstand to be normative representations of that reality. Rather their

reality of language organization is produced and reproduced by the expected regimes of
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accountable medical care and nursing care. These are Ihe regimes which sustain and

exclude the 'stuff' of which fommlly defined cultural care such as language C;lre is made.

What is invisible in the preccding exchange is Ihe way in which these physicians in

geneml are initiuted into a sub·c1inical melhod of working with language/culture which

is essential to an orderly work proccss. This is a neccssary and yct filmmlly unaccounlcd

for piece in the overall workings of their day. Physicians know thut they must crcutively

'capture opportunities' and add in whutever is necessary 10 accommodalc formai c1inical

requirements. They also know that Ihis involves Ihe "active suppression" of individual

work needs in the c1inical proccss. Thus, having to ll'ork Iwo practice a common·sense

understanding of 'how to identify resourccs', subordinates pmctice and ultimalely patient

care, as the answerable outcome of practice to the end of achieving 'accountable care'.

This in tum is altributable to a rcgulation of Icaming and practice fonnally sanctioncd by

the policies of the provincial health system at large.
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Conclusion

This thesis has examined how cultural understandings are generated and

lransmitted in a Canadian multicuhural teaching hospital. It has explored how issues of

culture are addressed formally and informally in the daily practices of nurses and

physicians.

Using the 'Ipproach of an institutional ethnography, emphasis has been placed upon

infonl1al strategies of cultural care as a takcn-for-granted practice in hospital life. The

central idea infonl1ing this approach has been tlmt personal life experiences are

conslnlcted within a complex set of organized sodal practices. This thesis has sought to

make visible how the pressure to learn cultumlly sensitive care seeps into the fabric of

daily hospital life and how cultural learning and practice is constructed within an

organized set of social practices.

This thesis has shown that the practice of muhicultural health care is not simply

an issue of whether or not a policy exists which states multicuhural intentions. It has

argued that one must go beyond policy formulation and stated intention, and consider the

day to day issues of c1inicallife in hospital settings. lt has attemplcd to show how cultural

understanding Ims less to do with a fonl1alised set of beliefs around preconceived models

of cuhural undcrswnding, and more to do with a hcahh system which at a broad level is

organized to accllmmodate orthodox western heahh care within a complex set of social

.md economic practices. It has been argued here that managing cultuml practices is

sllbsllmed within regimes of formai adherence to the western orthodoxy of technology and
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scientific medicine where legitimale space for hcallh carc is occllpicd prcdominantly by

this paradigm.

1 have tried to show that clinical practices arc grollndcd in fonnaliscd nOlions of

health care that are intricately interwoven, not just within formaliscd notions of modcls

for practice, but in every small, day 10 day dinical moment. Practitioncrs arc a pan of a

complex and ever changing clinical envirol1lnent which encompasses each practice

moment in the day to day decision-making of clinical life. Pmctitioners know they must

make sense of lhe silllUlion they face in pmctice, usillg both lheir formai training and the

numerous idiosyncmsies lhal make up the fabric of daily living.

At the present time, health care education is focused on the priori lies set by an

objectified world of scientific specialisation. The central tenets underlying these fonnal

paradigms have an impressive history of contributions towards lhe health and well-being

of patient populations. However, in order to beller serve its recipients and practitioners,

legitimate claims to health do not fomlally cncompass culturally sensitive lcarning and

practice in day to day clinical life..

The models of training which inform both medical and nursing curricula assume

scientific concepts of illness and heal~h. Practitioners must position lhemselves in their

everyday world of caring and trcating to suppon and priorilize these science-based

models. Moreover, the infiltration of western frameworks for care requires adherence to

a discourse which is legilimised as if there were no negotiated alternatives. Formai models

of care resull in a socially determined foml of ohjectified reasoning, which is fully

manifested in the processes of everyday talk and communication.
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On a theoretical level, it was argued in Chapter Three that ordinary wisdom,

common-sense underslanding or everyday life knowledge around alterna live health care

are nol fonnally included in pmctice, nor are lhey seen 10 fit within the scientific demands

for mlional, precise measurement routinely associated with professional expertise.

However, il was also argued lhat practitioner expertise is in fact, onen a kind of 'know

how'; a particular common-sense understanding or wisdom which pernlits us to interpret

our evcryday world. l'raclitioners experience a personal response to any given situation,

which reflects their personal knowledge, and precedes cognition, and which is called upon

in day to day c1inieal Iife. The day to day decisions made by pmctitioners at University

Hospilal dmw heavily on this subsidiary knowledge. Yet, clinicians are laught a process

of deductive reasoning which assumes that tacit or subsidiary knowledge must be

subsumed within lhe orthodox medical authority. Thus, c1inical work occurs with the

inherent assumption of giving priority to the mode!.

The informai moments of c1inical decision-Illaking during which practitioners rely

on their personal responses are very apparent in the re.tirn of giving cultumlly responsive

care. They happen most readily outside of and invisible to the orthodox disciplines for

practice and the slandard fmmeworks of teaching. While pmctitioners bring to their work

a kind of knowledge which is deeply personal and which tmnscends fonnal learning, it

is not as rewardable as the body of legitinmte knowledge that has been realised through

the ideals of our current health policy framework. Cultural learning and practice happens

as an outcollle of the assumption that aIl learning proceeds us if' by nature, and as if

Illulticultural leaming was accidentai in its development.



•

•

232

[t has been shown how a partÏCular change in the necd for care and praetiee in the

hea[th care c1imate at University Hospital a[so creates pressure for praclilioners 10 allain

differing kinds of knowledge and expectations. This evoiution of the need for a differing

response to care in the form of multicu[lural care is embedded within a proeess of

restructuring which is not a[ways visible in the day 10 day moments of caring and treating

patients. Practitioners, we are told, express their practÏCc experiences in a varicty of ways;

they adaptthcir responses and allempt to "get by" whcn misunderstandings and difficulties

arise al a given c1inical moment.

Drawing on the voices of pmients in Chapler Four, [ have Iried 10 make visible

the grounded experienccs of sick people and their l'ami lies. Their perspectives arc located

in the experience of thcir suffering and a[so within the specific organizmion of day to day

hea[th care practicc. Many patients appreciate the care they receive, while olhers strugg[e

to make sense of the process of giving and recciving Ireatmcnt in temlS of personal and

lifewor[d understanding. These patients must cope with the comp[exity of meanings

allached to their illness and care. Nol only do patients pereeive Ihat they must cope with

personal meanings of pain, they must a[so allempt to comprehcnd the dominant health

culture on several levcls of understanding. They mu SI cope not only with the semantics

and meehanies of language translation, but a[so with the comp[exity of technica[ and

scientifie meaning which moves beyond simple day to day Imns[ation. What is evident

in their accounts is the evo[ving presence of a legilimate c1aim to systemmic, recognisable

cultural learning which is necessary, and yet is absent l'rom health practice.
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ln chapters Five and Six it was argüed th al cullurally responsive practices oceur

in the daily experiences of praclitioners against conOicting concerns around the theoretieal

assumptions which fommlly define the professional discipline. Among nurses, within Ihe

theoretieal ide'lls of Ihe profession there has been a formai anempl to move away from

the reductionism and mind-body dualism intcgral to positivist frameworks of practice.

Amidst several models of nursing, two basic theoretical assumptions are thal nursing is

interpersonal in nature and that nurses view individuals as part of a whole. Underlying

these assumptions is Ihe belief by nurse scholars that nursing not only considers

symptoms and disabilities. it also encompasses Ihe psychological, social, emotional and

spirilual aspects of an individual.

But il was also seen in Chaptcr Six that in hospital life, nursing praclices adhere

to an orientation which exclusively embraces the concepls, laws and theories informed by

the scientific paradigm. The incre,lsing demands for proliferation of medical and seientific

teehnology pervHdes nursing leHdership priorities in lemlS of heHlth policy education and

cost cffecliveness. Thus models of training which infoml both medical and nursing

curricula often Hssumc qUHntifiable, ralional practices of caring Hnd health experienee.

DHY 10 dHY nursing practicc expcriences arc often seen HS antithetical to the aetual

dccisions thHt practitioners make 10 Hrrivc at cullurHlly sensitive care. A cleHr example

seen al University HospitHI. is Ihat the WHY leHming is organized so Ihat competent

nursing workloHd meHsuremcnt practices Hre Hchievcd, entHils lcarning skills of precision,

rigor and HccurHcy Hround mathemHticHI formulac. Thus nurses must expect to hone their
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skills regarding taxonomie learning. objectify their patient assessments and ensure

a(.·curacy in the quantitïcation of patient care necds as unils of work time.

In the everyday hospitul world. their kinds aclivities arc perccived and rewarded

as legitimate. It is seen as learning which leads to accountable practicc. Therefore nursing

decisions which are considered legitilllate on a day 10 day level arc specilically those

whieh are the OllleOllle of highly developed quantitative ski Ils. Sueh an emhodiment of

nursing interest however, while it represents and maintains the existing social order of the

health care world. has the potential to Illisreprcsent and ultim'Ilely mask. lhe aetual

realities of the way in whieh the needs of the multicultural c1ientcle arc met.

ln these circumstances, multicultural health care does not occupy a Icgitilllate

space in health care practice. 'Uncenainty', variation in tenns of timc and effort, as weil

aS cultural variations arc fonnally unaccounted for. When nurses SUITcptitiously work in

ad hoc care which does not fit precisely into the workload measurcmcnt fonnulae, therc

is no question that they do practice Illulticultural health care. But thesc efforts of nurses

are neither the outcollle of federal or provincialllluiticulturai policies nor health education

policies, and as such they are not legitilllised. These efforts of nurses to 'fit in' the

practice of Illulticulturalislll are illlplicitly interwoven within the forlllally Icgitilllized

orthodox health practices. While these ad hoc clTons of workinli in Illulticultural hcalth

care are c1early to the credit of the professionalism and intcgrity of individuals, they also

contribute to the papering over of opport.unities for increased systematic support for

legitilllatcly defined multicultural hcalth care practicc.
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ln Chapter Seven 1 have argued that physkians exercise ad hoc health care

practices III lIluch Ihe same ways as of nurses do. Although the biomedical model

provides a way of organizing information and incorporating implicit values of

reductinnism, physicians' c1aims of experience in practice are that not aIl clinical

encounters can be measured in tenns of measurable tests, or by reducing the whole to its

smallesl unit. And while physicians will affirm that scientific-rationalism dominates their

learning about the diagnosis and treatment of disease. they will also affinn that they must

exercise a personal form of practitioner 'know how' which works outside of the fonnally

defined learning models in order to function in their daily encounters. From the talk of

phys icians at University Hospital, we hear that while they acknowledge adherence to the

dominant medicalmodcI, they must also work beyonù the model in order to accommodate

the cultural neeùs of their patients. During the many <:ulturally defined idiosyncrasies that

form a part of each ciinkal decision, physicians report that they 'work in' or modify the

regimes of practiee whi<:h are their guides. Thus their ciinical work skilfully observes the

very moments of tension which need to be made conscious.

An additional aspect of ad hoc <:ulturally responsive care is apparent at University

Hospital in the effons of physkians and nurses to foster and maintain a network of

infonmtl resources. This can be seen in their efforts to accommodate language needs for

illness anù treatnlent understunding. Practitioners manage to maintain and adhere to the

relJuircments of scientilic accountability to praclice by their ability, skills and wisdom in

'knowing' how to ohtain ad hoc translation resources on an informai leveL ln

consclJuence, the particular fom1 of culturally responsive knowledge which is produced
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and reproduccd is of an unprcdiclable quality and is '11';0 unrccognised as a legilimale

requirement of standard care. In lum thesc proccsscs arc ,lttribUlahlc to a rcgulation of

formaI learning and practice which is sanctioncd by the policies of the provincial health

system al large.

Implications for Praclicc, Education and Rescarch

Canadian health institutions servicing multicultural populations should ensurc

policy-making procedures at ail adminislrative levcls lhat include a specific commitmenl

to recognize, undersland and take into aCCOul11 cultural, racial and linguislic differenccs.

Education policies which prescribe forl1lulae for leaching and practiœ could more visibly

reflectthe praclice needs of lhe mullicultural populations which they servc. If Ihese goals

are to be achieved, Canadian federal and provincial policies could give specific

recognition to the practice and learning needs of health practitioners working in

multicultural healtlt populations with the full range of language and human rights.

Furthemlore, at ail levels of individual institutions, policies could include the principles

of equality of stalus of ail cultural and ethnic groups within provincial and federal health

care sectors. This includes the freedom of ail individuals and colllmunilies to relain their

cultural beliefs in the context of health care educalion and practicc. Il also includes

equality of access by individuals and groups to language selvices and suppon . not only

in their spoken language but also in the language of the professional culture.

Moreover, both palients and practitioners l'rom Illulticultural health populations

could enhance multicultural care by panicipaling l'ully in the decision-making processes
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around health educalion. practice and poliey making. They could infonn the health care

system of the panicular mechanisms which serve 10 mosl l'ully recognize their cultural

iJeliefs concerning illness and treatment.

ln lhe area of future research on cullurally sensitive care. questions need to be

directed not only by lhe standard notions that arc pan of the fomml discourse of scientific

medicine. but by Ihe way heallh practitioners make sense of their everyday world. and

lheir practices within thal world. Of vital importance is whetiJer the research is structured

10 accommodate lhe perspective of the practitioner and patient in their everyday moments

and experiences of cultural care. That is. multicultural research needs to be eoncerned

wilh the perspectives of people in the day to day working moments of hospital life.

Research is also needed which concentrales on the intersubjective perspectives of

participants in their everyday local context. Research also needs to place health

experiences within lhe culturally grounded context of everyday work and health care

systems. enlertaining the principle thal there arc multiple fomls of knowledge in the

everyday context. In this way. research broadens to include the multiple representations

of rcalily in the contexl of the political. social and economic health care sphere.

ln the area of heallh practitioner education. refonns arc needed not just through

issues of dominance. bUI also in terms of the hows and whys of lhe way in which the oost

intentioned structures lmlintain the system. Health education reform should also address

the underlying ideologies that structure and order the orthodox discourse. so that ealls for

change in curricula arc made with full consideration of what needs to be changed within

the political udministrative regime of educution. Moreover. those fundamentul praetices
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that serve to mask and render invisible the humanislic and intuitive practiees of health

care personnel need not only be exposed, but also fundamentally ehallcnged.

ln the area of health care practices, in ordcr to clTel·t realistic change in everyday

care, reform is needed that avoids the traditional dichotomies between ol1hodox health

care paradigms and alternative healing methods and which considers scriously the concept

of complementary or pannered treatments. Multicultural patient populations need a

realistie opponunity to l'ully eomprehend the health care and treatment options they have

ehosen. Thus existing dichotomies between physieians and healers using complementary

medicine need to be bridged. In this regard, federal and provincial health policies must

address not only education and practice issues around cOlnplemenlary medicine, but also

issues of legality. For regardless of what scientilïc paradigms of thought have achieved,

if the notions of multiculturalism and cultural understanding, as intended ideals, are to

enter the reality of day to day Canadian health practiees. the formai eontextualisation of

complementary knowledge needs to be enshrined as an institutionalised resouree in

policies of health care learning and practiee.

Ultimmely, viahle solutions are to be found in the formai recognition of

"negotiated" health care knowledge which is fully visible and Icgitimme in the daily

practice of senings which serve multicultural populations. In this way, health care

knowledge and practice wou Id be acknowledged as a 'reciprocal' exchange of mutual

rights and obligations. Finally, as a special addition to the process of culturally responsive

teaching and practice, clinical applied educators, anthropologistsand cross-cultural

practitioners, knowledgeable in the organizmion of medical and nursing knowledge, need
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to be involved in developing ncw poliey formulations and hcalth practitioncr education

programs. In addition. community and lay carcgivers might also work with professionaIs

which, in turn would assist in ncgotiation, cross-cultural interpretations and mcanings

'Issociatcd with he'llth carco

Providing effective health care to :111 segmcnts of Canadian socicty requires

stntctural changes in health education policies and practices. Policics which support

cultural undcrstanding nccd to address the disjunctures between 'cffective ideals' and

cxisting ideological knowledge in ordcr that ail arc cnsurcd optimum hcalth care.
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Endnoles

Chapter Two

1. The notion of "constructed reality" has bcen discussed in the context of a
naturalist approach to methodology by Egon Guba and Yvonna Lincoln. Based
upon the notion of a unity between knower and known, Guba and Lincoln
describe people's constructions as subjectively created realities. As they put it:
(Constnlctions) do not exist outside of the persons who create and hold
them; they are not part of some "objective world that exists apart l'rom
their eonstructors. They eonsist of certain available infonnalion eonlïgured
into some integrated systematie, "sense-making" (Guba & Lincoln, 19H9,
143).

2. In aetual fact, Egon Guba outlines three broad catcgories for the purposes of
policy research: policy-in-intention, policy-in-action and the delïnition which 1am
choosing ta follow here, policy-in-experience. Guba's central concern here is with
the choice of methodology which he argues, must be dctennined by the
researcher's understanding of the definition of policy (Guba, E. (19H4).

3. Positivism refers to the development of a scientific method of studying the world
which began with the early ideas of Auguste Comte in the nineteenth century.
Borrowing concepts l'rom the biological sciences, Comte aimed to develop a body
of knowledge whieh would cJosely parallel that of the pure sciences. His central
aim was to 'iegitimise' the study of society whieh would then allow soeiology the
same recognition as that anributed to the pure sciences.

For primary sources see: Martineau, H. <Ed.) (1 H96). For a readable explication
of the positivism of August Comte, see Coser, L. <Ed.) (1971).

4. Contemporary phenomenology is indebted to the early ideas of Edmund Husserl
(1 H59-193H). The fundamental tenets underlying his work were primarily
conccrned with philosophical lJuestions on the nature of reality. Husserl asked
questions such as how is it we know that wc really exist in the world and if we
accept that we do exist, how is it possible to know that. Challenging the notion
of positivism, Husserl argued that it is thc "Iifeworld" that constitutes reality for
human beings. He argued that we can only know the world through our own
consciousness which is inextricably interwoven with our lifeworld and il' this is
so, then it is not possible to objectively measure the world. Husserl's central ideas
form the current basis for modern phenolllenology and ethnomethodology.
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For further reading on the hasie ideas of Edmund Husserl see: Husserl, E. (1965).
For a readahle general rcference on phenomeno!ogy see Berger, P. & Luckmann,
T. (1966).

5. It is beyond the scope of this discussion to fully explicate the phenomenology of
Alfred Sehutz. The following primary sources allow a comprehensive reading of
his hasic idea. (Sehutz, A. (1932, 1962 & 19(4).

For an understanding on the relewnee of Alfred Schutz in relation to the
Sociology of Knowledge fornlulated by Dorothy Smith, the reader is directed to
the following source: Smith, D. (1987).

•

6. Peter Berger and Thomas Luckman offer a highly readable explication of the
notion of multiple realities as two sets of consciousness in the course of everyday
life. They explain: "different objects present themselves to eonsciousness as
constituents of different spheres of reality ... Among the multiple realities there
is one that presents itself as the reality par excellence. This is the reality of
everyday life. Its privileged position entitles it to the designation of paramount
reality (Berger, P. & Luckman, T., 19(6).

7. Doing the 'stats' in health care language usually means ensuring the process of
a rapid complet ion of necessary tests, which arc in turn given priority for analysis
by the diagnostic testing teehnicians.

8. This concern with the way people's beliefs are upheld and the way in which
aetivities make sense to members within a setting in the face of multiple possible
realities is central to ethnomethodology. However, the method does not articulate
a link hetween people's visions of realities and the social organization which
strnetures and delïnes them. For e.xample, Garfinkel examined and outlined the
production of two types of "faets" re1ated to Agnes' gender in that two types of
facts were made available from his researeh interviews. However, the ideologieal
health care knowledge which structured the health care system was not
illuminaled. Garlïnkel did not attempt to explicale the way sorne of the "faets"
were organized and produced. Thus the research concerning Agnes, became
limited 10 Ihe varying perceptions of respondents involved in the case (Garfinkle,
H., 19(7).

For a secondary source and explanation of Garfinkel's work, see Warren Handel,
( 1982).

9. For a detailed discussion on the notion of a guiding orientation versus an open
'objective' approach to rescarch analysis on "talk" see Furlong, v.A. & Edwards,
A.D. (1985).
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The quol:1tions throughout this chapter and those following. which are identified
by month, year and eode nllmbers are extracted examples l'rom my institutional
ethnographic research work with patients and practitioners in a large university
teaching hospiHlI in Canada. They have heen cited 10 allow for clarification of the
theoretical nuueriaL

II. Dorothy Smith uses the concepts of "governed", "ruling", "rehuions of ruling" and
occasionally "ruling apparatlls" throllghout her work. I-Iowever. Smith has clarified
that she is not concerned so mllch with the lraditional notions of state and class
(such as Navarro wOlild formulate in relation to health carel hut more with a
conceptual understandiong that grasps the pervasive structuring of organization
and regulation in modern society. As Smith puts it: "When 1 write of "ruling" in
this context, 1mn identifying a complex of practiccs, inclllding government, law,
business and financial management, professional organizations and educational
institutions as weil as the discourses in the texts that interpenetrate the multiple
sites of power" (Smith, 1987, p. 3). ln contrast, Navarro (1978) sees health purcly
as a commodity and health care delivery as a requirement for profit and efticiency.
Here there is .1 tendency to see illness for examplc, in strictly economically­
oriented terms, which effects direct exploitation and alienation of the health care
population.

For a detailed explication of these ideas see Navarro, V. (1976). See also Waitken,
H. (1983).

Chapter Three

12. There are a numhcr of varying definitions associatcd with the term medical modeL
It is frcqucmly rcferred to as the biomedical modcl (see M. Lock & D, Gordon,
(Eds.), 1(88). However this definition docs not take inlo account disciplines within
the medical field which are not strictly infonncd hy the biological sciences, such
as psychiatry. Use of the term 'medicallllodel' here refcrs ta any body of heulth
knowledge inforllled hy paradigmatic scientific-rationalthollght. ft should also be
c1arified that whilc the association wilh this term frequcntly applies to formaI
llledicai training, its use here is equally associatcd with any segment of the health
practitioner population practicing sciencc-based care.

•

13. These assumptions originated with early cniightenlllent thought which focussed on
a separation or disenchangement with nature and vicwed the world as an entity
composed of physical malter oheying natural lllechanistic law. Enlightenment
philosophers viewed the world l'rom a strictly lllaterialisl perspective - a fixed
stable entity. These lhinkcrs were united in the idca of a human perfection.
Whether rationalists of French philosophy, sensationalists following Locke or
materialists following La Metrie, enlighlenlllcnt thinkers were united in the belief
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that man has no 'divine soul:is an object in nature, but is capable of self­
improvement lhrough education. Moreover, when men are released from the
restraint of superstition and irrational beliefs it was argued, it is then that they
may fully devclop rational thought and thus progressively :l!!ain full perfection.
See Frank E. Manuel. (1965).

14.

15.

A good exalllple of the notion of common-sense understanding has been offered
by Basil Bernstein (1964), who has explained this phenomenon in relation to the
rehltive absence of necessary verbalisations in low-income British families. As
Bernstein puts il: "If you know someone very, very weil an enormous amount may
be laken for granted; you don 't have to put into words ail that you feel because
the feelings are common" (quoled in Prince, 1993, p. 18).

The concept of paradigm is taken here to mean a series of perspectives or
orientations that guide theoretical fomlulation, rather lhan the classic notion of
paradigm developed by Thomas Kuhn. Kuhn defines paradigm as an entire
repeloire of bcliefs, laws, principles, verified theory and methodology which
assumes research consensus about theory. Illeihods and techniques. See Thomas
S. Kuhn. (1970).

•

Chapter Four

16. 1 have used the temlS curriculum, model, fralllework interchangeably throughout
this thesis, although using a definition exclusive of these concepts would place
limilations on the overall thesis. 1 wanl to point out that the issues at stake are
more complex than practice models or frallleworks for care. For example, the
concem is not only with decision-making around nursing or medical course
content, bl!! wilh the social praclÎces by which ail western health care content is
organized and designed.

Chapter Five

17. Incontinent means thatthe patient does not have control over his or her bladder
or bowel functions.

18. Psycho-social needs are the social suppon. teaching and intervention needs of the
patient and family or significant others.

19. Primary care nursing means that a nurse is assigned 10 oversee the complete care
of the patient and falllily from the lime of admission to the moment of discharge
and follow-up as necessary.
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Chapter Six

20. Accountability in nursing has bccn descrivcd in tcrnlS of thc conccpts of authority.
responsibility. and autonomy. It has similarly bccn dcscribed as an obligation to
be answeruble for one's decisions and actions to someonc recognized as having
the right to dcmand explanation and infonnation (Snowdon. 11)1)3).

21. A factor valuc is the value in points. designatcd to a nursing action/intervention
as identificd by the patient classification systcm.

Chapter Seven

22. For example. Klcinman (11)1)2) has argucd that:
The monotheism of the western trudition has had a detenninistic
effect on biomedicine. even as il is practised in western societics.
that distinguishes it in a fundamcntal WilY from Asian medical
systems ... the development of conccpts is toward proof of thc
validity of a single version ... of the body of diseasc and of
treatmcnL

23. The practice of referral is usually taken to mcan a process of consultation by
which physicians may fornlally request c1inical consultation wilh a colleague in
a specialty area other th'lIl his or her own. In lhis particular case. the pructice of
trunsferring a patient between physicians of lhe same spccialty is referred to.

Chapter Eighl

24. For a detailed study of this notion of intelligence as an ideology of mediocraey.
see Luttrell. Wendy (1985).

As part of this work. Luttrell makes a fine distinction bc.tween women's
perceptions of formai school knowledge and the notion of common-sense as
something which is developed oUlside the middle-c1ass institution of schooI. The
women in Luttrell's study c1aimed that comlllon-sense knowledge is foeused
around the ability to "use what you know" as opposed to repetition. regurgitation
or memorization from what someone says in a book". Luttrell siluates this line of
inquiry wilhin a socially defined ideology - a prOl:ess of formai schooling which
is "judged by people from a high c1ass or with more authorily." (pp. 101-119)
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