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Abstract 

The purpose of tbis research project was to investigate how students 

leam to be nurses îrom a socioculturai perspective. This project's central 

questions have to do with how and what nursing students corne to know, be, 

and do as they negotiate what may well be competing realities within the 

cornmunities of professional nursing practice, and nursing education. 

Prompted by nursing students who indicated that making mistakes, and 

sharing these events with others, was one of the most important aspects in 

their development as nurses, the discourse of mistake-making in nursing 

education has been the focus of this investigation. 

A of texts were used to explore the discourse of mistake- 

making, most centraily, nursing students' practice journals, and transcripts of 

two focus group interviews. In addition, fieldnotes of post-practice 

seminars, and observations of actual nursing practice were also used as 

sources of information. The talk of mistake-making in these contexts was 

explored to see how that taik re/constructed the meaning of mistakes within 

the sometimes divergent communities of nursing education and professional 

nursing practice. 

Analysis of the discourse of mistake-making showed that nursing 

students use the genre of confession as a way to speak of their mistakes. By 

investigating the use of nursing students' "confessions" of mistakes in 

various contexts, ovet time, some conditions, firnctions, and consequences of 

such talk have been examined, and a trajectory of nursing development 

presented. F d y ,  some suggestions for alternative ways of speaking of 

mistakes in nursing education, based on the work of Francisco Ibanez 

(1997), have been suggested. 
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Chapter Che: Introduction 

Karen 

Several years ago I worked with Karen, a student who helped me to see 

something about being a nurse that 1 hadn't paid attention to before. Karen 

was a technical expert who practiced nursing with precision. Every detail of 

her patients' diseases, the complications, and appropriate nursing 

interventions were meticulously accounted for in the index cards Karen 

produced each evening before her practicai experiences in the hospital. 

When it was necessary to do a dressing change for a client who had surgery, 

or give an injection of a narwtic for someone in pain, Karen knew each step 

of the procedures, and performed these skills very well. Academically, Karen 

emed  the highest marks of ali nursing snidents, and received a 

cornmendation as she completed her nursing program. 

The difficulty was, however, that although Karen was able to 

understand a patient's diagnosis and what this meant for her nursing practice, 

she seemed unable to develop much understanding of her patients' 

experiences. The stories Karen's patient's could tell her about their suffering 

the constant pain of arthritis or the relief they felt at hndy  receiving a 

diagnosis that helped them make sense of their incapacitating fatigue, seemed 

to have little meaning for Karen. 

Any attempt that Karen and 1 made to talk about the experiences of her 

patients, and what this meant to her practice, ended in frustration for both of 

us. With the behaviod objectives for nursing practice, and other 

evaluation tools in hand, we would try to come to some understanding of 

what good nming practice was. 1 trieci, very awkwardly, to talk around 

these objectives about the human dimension of nming practice that 1 knew 



was important, but not articulateâ, or recordable, in the confines of the 

behavioural objectives used to judge a nursing students' learning. There felt 

Iike two distinct, and very different dialogues occurring between Karen and 

me. One conversation about disease and interventions suggested by the 

authoritative text of the evaiuation tools and behavioural objectives, we 

could easiiy engage in. The other conversation about the experience of 

patients; a much less legitimate dialogue without the support of leaming 

objectives and evaluation tools, was redy only a pote~ial dialogue. We 

had no leaming materials, and so, no language within nursing education to 

speak about the ontological aspects of nursing practice. 

The Aim of this Project 

This project is very much a respoase to my own uncertainty, and 

confusion of how to create a space to work with nursing students within the 

inconsistemies of the classroom curriculum, and actual nursing practice. It is 

the intent of this project to teil a story of nming development? albeit a very 

partial one, which wül begin to explore how student nurses actualiy leam to 

become nurses when they seem to have to cope with these two, seerningly 

ambiguous, learning situations. 

Students with whom 1 had been working supplied me with a focus 

fiom which to begin this exploration. 1 asked this group of ten nursing 

students who were in their third year of school what they thought was critical 

in learning to become a nurse. The students talked about many things, but 

the one aspect of learning to nurse they agreed was important was mistake- 

making. They spoke of mistalces they had made when attempting to landmark 

for an intramuscular injection, when giving medications, and when assisting 

a man with discharge fiom the hospital. The students talked, as weü, about 



the importance of sharing their mistakes with others so that they tao, could 

lem. A few months der  this group of students above, came together, 1 was 

participahg with students in a post-clinicai seminar. One of the students 

spoke in seminar about an error she had committed that day, administering 

the wrong medication to a patient. After telhg the story about how this 

came to bey the student said it was a "leaming experience", using ber hands 

to ôraw the quotatian marks in the air around this phrase. Aiter this student 

had finished speaking, another student, as distressed about her mistake as the 

fmt student was, spoke of a medication error she had also made that day. 

Reflecting on this experience in seminar, and recalling that students' 

felt that making mistakes was au important aspect of their leiuning, 1 decided 

that the processes involved in the discowse of mistake-making in nursing 

education would be a good place to begin examining nming development. 

However, 1 am keen to ce-present the processes of nursing development in a 

way that counters traditionai thinking on the subject. 

The Caring Curriculum 

Saon after my experience with Karen, 1 had the opportunity to explore 

a new paradigm for nursing education expressed within the philosophy of the 

Collaborative Nursing Program of British Columbia (CNPBC). Ten coileges 

and universities in British Colimibia adopted this new curriculum in 1992- 

1993, and nursing programs in the province continue to evolve using the 

CNPBC as the foundation of their nursing curriculum. 

In iight of my experience with Karen, of particuiar importance to me 

was the purposefiil shift the W B C  made away fiom a "empiricist- 

behaviouristn Pevis, 1989) tradition of nursing education ?O a c ~ c u l u m  

based in a human science perspective. As 1, and other nursing faculty, began 



to explore the philosophical bais of this new curriculum we were directed 

by other nurse educators with eXpenence working with the curriculum to 

read the text Toward a C ; i r n n :  A New P- Nlirsing 

(1989). It was within the reading of this text that 1 began to develop some 

understanding of the problem of implementing a curriculum using 

behavioural objectives, as had been the case in Kmn's nursing education. 

in the pst-World War II explosion of medical therapeutics and 

technologies, nming leaders understood that medical science and its 

technologies and techniques had achieved new prestige, and so, using the 

natural science perspective for nursing education could confer respect and 

professional legitimacy to nursing (Bevis & Watson, 1989; Melosh, 1982). 

At the same time, John Dewey's duence  on education was waning, and 

Tyler's behavkwist mode1 was takhg hold in schools of education (Bevis, 

1989). As nurses began to seek higher degrees in nursing, degrees in 

education were by far the most popuiar. Teachers came back to their jobs in 

nursing education armed with the tools of behaviourism. Because of 

behaviourismts empiricist roots, this fiamework was thought to be an 

excellent "fittt with the new scientific-technicd way of knowing about 

nming, and training nurses (Bevis, 1989). 

Thus it was in 1950 that behavioural objectives as a way to speak 

about nming, and nursing students' progression became, and remaineci, 

M y  entrenched in nursing education (Bevis, 1989). The Tyler mode1 (as 

cited in Bevis & Watson, 1989; Diekelmann, 1988) of curriculum 

development is a behavioural mode1 focushg on how it is that educators cm 

establish the means for theh students to achieve predetermined behaviours. 



The model sets out a systematic, four-step process of organizing nursing 

education: (a) statement of objectives (b) selection of experiences (c) 

organization of experiences (d) evaluation. Step-by-step, what is to be 

leamed, and how the student shouid be engaged in the leamhg process is 

prescriid, and herein lies one of the difficulties with the behaviourist 

paradigm: both the process, and the outcome of nursing education are 

expressed in ternis of individual behaviour. A behavioural objective 

articulates this very precisely: "The student will demonstrate correct 

performance of a sterile dressing change, and provide rationale for each step 

in the procedure." Clearly, it is the nursing student who must demonstrate, 

perf'orm, and provide rationale. If the student is unable to demonstrate these 

behaviours, the reason for failure rests solely on that individual's capacity to 

produce the behaviours that are indicative of success. in the case of Karen, 

this interpretation suggests that Karen's inability to engage in the kind of 

nursing i thought appropriate, was solely a problem with Karen, neglecting 

the possibility that knowing and doing nursing occurs within relationships, 

and that these doings themselves constitute forms of relation between 

knower, known, and other knowers (Smith, 1984). 

. . e Pro- 

Although Bevis (1989) notes that the Tyler behaviourist paradigm has 

resulted in quaiity nursing education, and it cm be helpful in certain aspects 

of trauiing nurses, there are many limitations of using this paradigm fox 

nming curriculum development. The rigidity with which the model 

conceptualizes behavioural objectives, and that behavioural objectives be 

developed for all planned learning are it's two primary constraints (Bevis, 

1989). 



Because behavioural objectives are narrow and prescriptive, and 

represent minimal achievement levels, they are best used for ski11 instruction 

and training (Bevis, 1989). Because they are rigid, the student is restricted 

in developing their own interests, and in identifymg and solving the 

problems of nursing practice. U s d y  behavioural objectives are set by 

faculty according to the behaviom they deem to be important, and disregard 

the values and interests of students. As guides for evaluaîion, these rigid 

behavioural objectives limit student creativity. Thus, Bevis (1989) says, 

Tyler-type models of cufficulum development &'bit the purposes of 

professional education. Furthemore, because behavioural objectives are 

congruent with empiricism and training they are incongruent with nursing as 

a hwnan science. Watson (1989a) descriôes the result as a situation where 

"nursing education, in spite of what we may profess, teaches mostly the d e s  

and procedures, rights and wrongs, specialized terminology, symptom and 

problem identification, basic disease processes, and technical interventions" 

(p. 38). 

Working within this systematic, scientific paradigm in nursing 

education tends towards a ce-presentation of people's experiences with their 

health as an infiernile scientific reality (Britzman, 199 1 ; Greene, 1988; 

Watson, 1989a). To îuustrate, a newly graduated nurse tells a story of 

working with a chiid using the hguage of pathology and disease to describe 

the expeineme: 

1 think the one thing 1 felt improved was just watching how a 

child in respiratory distress copes. This child was cophg, and 

every sign or symptom that Cd ever Ieamed in school 1 was 

seeing befm me. His little face was puffied out to hae, and bis 



Little amis were going a mile a minute, and his nares were 

flaring, and he had retractions practicaüy throughout the other 

side. (Belmer, Tanner & Chesla, 1992, p. 17) 

Speaking about this child's "coping" in the language of natural science 

(respiratory distress, nares flaring, chest retraction) has constructed the kind 

of account that assumes a biomedical, mechanical metaphor of the body 

where iilness is understood as disease, where there is pathological change in 

the body machinery that must be fixed to restore it to normal hctioning 

(Haraway, 199 1 ; Hageli, 1989; Nettleton, 1995). This way of looking upon, 

and inscniing the person as a biological body using the institutionally 

sanctioned discourse of signs and symptoms, separates person fiom 

experience, creating an object in place of a living, experiencing subject (Fox, 

1994; Foucault, 1963; Nettleton, 1995). 1 believe that it was into this chasm 

of the scientific, and objective rendering of reality which the possibilities of 

dialogue between Karen and myself fell. 

BeMs and Watsods (1989) critique of the behavourîst tradition in 

nursing education was a foundational text in the development and design of 

the Coliaborative Nming Program of British Columbia (CNPBC, 1989). 

The conûast between the natural science paradigin fiom wbich behaviourism 

sprouted, and the humanist perspective offered by the CNPBC was very 

evident to me. 1 begm to feel very hopetùl that the CNPBC would be a 

nming curriculum that couid provide an opportunity to speak of, and 

practice nrirsiing., in a way that would enable nurses to pay attention to a 

variety of ways of knowing, being and doing nursing, other than that 



constructed by natural science. Four important ideas intertwuied with thjs 

new paraâip for nursing education suggested to me some possibilities for 

an alternative kind of nming practice: nursiag education based io a human 

science perspective, caring as the foundation of al1 nursing activity, the 

notion of heaîth promotion, and the idea that "curriculumn can be defined as 

interactions between and among ihose participahg in 1-g. 

The Collaborative Nursing Program in Bntish Calumbia (1998) claims 

to be a cunlculum that has purposefully shified away tiom the medical, 

behavioural mode1 based on a n a d  science perspective to a mode1 based on 

a human science perspective. Watson (1989b) in her essay, "Tramformative 

Thinking md a Caring Curriculum", dacriis the human science perspective 

in nursing education as a process that enables people to perceive each other 

witb high regard, bringhg to this relationship nonpaternalistic values related 

to the notions of human autonomy and freedom of choie. She goes on to 

Say that in a helping relationship, "An emphasis is placed on helping a person 

to gain more self-hiowledge, self-control and readiness for self-healing, 

regardless of the extemal condition" (p. 223). In contrat to the natural 

science perspective where people are mderstood h u g h  the scientific 

renditions of their experiences, the human science perspective focuses on the 

development of self-understanding tbrough ethical and just relationships. 

Although Watson (1989a) has done much to broadea the view of 

health h m  cmstrained scientific versions of it, at the same t h e  her view 

seems to place responsibility fot healing on the self This concentration on 

the individual tends towarâs au understanding that good health is a h c t i o n  

of the person's ability, through ethicai and just reletionships, to engage in 

behaviom conducive to "seKunderstanding". This view neglects the fact 

that the form that relations take are mediated by precise, routine, and 



authoritative taken for granted institutid and professional practices (Smith, 

19). These practices sanction certain acceptable forms of therapeutic 

relations that may have littie to do with human autonomy or freedom of 

choice. 

This critique aside, embedded in the hman science perspective of 

health, are the notions of health promotion and carhg which are considered 

"meta-concepts" and provide the philosophical mderpinnings of the CNPBC 

(1998). Health promotion is understd in this curriculum as a philosophy 

and a practice. Practicing nming fiom a health promotion perspective, 

means that health is considered to be "the extent to which an individual or 

group is able to realize aspirations, to satis@ needs, and to change or cope 

with the environment" (1-9). This dernition suggests that to be healthy there 

must be action taken so that those experiencing powerlessness enter into 

more equitable relationships, where actions are taken together to change the 

conditions that construct inequity of resources, statu and authority (p. 1-14). 

The process of empowerment is central to the concept of health 

promotion and directs nursing practice auci education to go beyond the 

scientific way of viewing health where the nurse defines the problems, and 

aâministers the prescribed treatments, to one where nurses are with people in 

a fhdamentally different relationship. Practicmg as a health promoting 

nme  there are certain beliefs and values one must emboây, including valuing 

the strength and capacity of al1 people, recognizjng the influence of the social 

mtext, valuing diversity, working with people as their own b a t  experts, 

attending to power relationships between people, supportmg and working 

with people to identify issues, coneems and sûategies, attending to the power 



relatimhips through stiared power relations and the purposeful pwsuit of 

equity in di pmerships (CNPBC, 1998). 

Canne 
In additional to the notion of empowerment, the other "meta-concept" 

thaî drives the Coilaborative Nursing Program of British CoEmbia is 

~'cmhg". "CarUigt' in the CNPBC is understood to be the m g  force 

behind al nming actions, and is defmed as the moral imperative to act 

ethicaily, and justly (CNPBC, L998). More specificdy, caring has been 

descriid as the "essence? of nursing by s m e  nurses (Bumil, 1993; 

Leininger, 1980). Caring has also b n  presented as a way of wgaging with 

othen that communicates that sumething is of concem, or that it matters 

@mer, 1984; Bennet & Wnibel, 1989; Leininger, 1980). Pat Benner 

(1984), in her work with nurses practicing in hospitals, relates stories of 

caring where nurses demonstrate genuineness, provide imaginative m e ,  

minimize isolation, and offer new possibilities when people are experienhg 

deprivatin and loss. 

Learning caring, as BunelI (1993) notes, 

Becornes a reality for students through dialogue and practice, 

and it is encowaged in students by supporthg the deve10pment 

of the intention to be carhg in interactions with others. . . 
caring, t&en becornes a way of being a nurse and it is modeled 

for -dents by teachers. @. 16) 

In this sense, caring is developed and expressed through intetaction and 
comection with others. Consequently, carhg is intended to be eaacted in the 



cUmcuium in the interactions that take place between, and among students, 

insûuctors, clients and practitimm (CNPBC, 1998). 

The Scientifîc Nature of Hospital Nursing 

By participahg with others developing the Collaborative Nursing 

Program in British Columbia, and reflecting on the phüosophy of this 

program, I began to see the possibilities for reconceptuaking nming 

education in such a way that the ontological aspects of nming, like ways of 

king with a person experiencing loss, are not hgmented fiom 

episternologid concerns, such as ways of mgaging in client assessment, as 

they were in Karen's educatiw. I became very hopeful that this new way of 

thinking, and talking about nursing within our educational programs would 

provide an opporhuiity to engage in the kind of conversation 1 wanted to have 

with Karen. 

In September of 1994 1 began to work with eigbt nursing students in a 

practicum experience at an acute care hospital. This was our first practice 

experience working in the hospital since making the transition to the CNPBC 

h m  the traditional natural science nursing curriculum. I found myself totaüy 

unprepared for the confùsion and chaos that i felt, and the students said they 

experienced, as we tried to make sense of the discourse of hedth promotion, 

empowerment, and caring within the technical, scienific context of nursing 

in the acute care hospitai. 

Practicing nursing in the modeni day hospital, nursing snidents are 

guided by routines and rituais that tell a nurse what to do for each type of 

disease or condition and at what t h e  (Greenwood, 1993). Nming actions 

are dllected by tools mdated t b u g h  hospital policies, procedures, and 

niles that create a situation where nming practice is constituted as a task- 



orieuted set of activities (Benner, Tanner & Chesla, 1992; Greenwuad, 

1993). This nursing studént descriis the dilemma: 

As a student nurse within a busy surgical ward I often lost track 

of who 1 was and where I was going. There was a host of needy 

clients before me, a demanding List of tasks and routine duties to 

perform. With one eye upon the dock to tell me when to check 

the flow rate of blood and saline drips, or tu perfonn 

observations of pulse-temperme-respiration rates, and another 

eye looking out for deterioration in clients recently returned 

fiom theatre, there was less a person present than a bio-social 

professional machine. (Barber, 1996, p. 67) 

It isnlt suprishg then, tbat student nurses begin to construe the "real 

world" of nursing practice as technical, medicaily devolved procedures, and 

show a tendency towards a mechanistic approach to practice, attempting to 

"get through" as many of these skiüs as possible (Dunn, Stockhausen, 

Thornton & Barnard, 1995; Greenwooâ, 1993). Good wards on which to 

practice becorne those that offer the student a variety of technical procedures 

to be practicd (Gceenwood, 1993, p. 1477). The student commenthg above 

though, realizes hat the kind of nursing practice that is intended is not what 

occurs; practice is less focused on the person than the procedures that the 

nurse needs to "get though", relegating the person on which the procedure is 

perfomed as an object of the work. Similady, the student recognizes the 

erosion of the subjective self through the practices of technicd nursing, 

desmbmg the nurse as " . . . less a person . . . than a bio-social professional 

machine" (Barber, 19%, p. 67). 



One would think that nursing students who are fiesh ftom studying 

notions of heaith promotion, empowerment, and caring in a classroom would 

be in the best position to voice their discontent at the task-focused, 

mechanized way of nwsing that they encouater in nming practice. 

However, as Brighd KeUy (1993) discovereâ, although students are weii 

aware of the ethical confiicts that arise in their hospital-based nursing 

practice particularly around the acceptance of patients, listening to the 

concem of patients and their families, providing information, and respecting 

people's nght to self-determiuation, king aware of these inconsistencies does 

not always result in voiced protest from the students. Students clearly realize 

that there is a " . . . price to be paid for living up to their idealsl' (Kelly, 1993, 

p. 31). 

Nursing students realize that fitting in to this mechanized, pathology- 

oriented way of knowing and doing nursing in the hospitai is essential to 

achieving theu semester goals and being successful in their nursing program, 

and that a dissenting voice could alter the very important relationship 

between nursing student and the nurses with whom they work (Dun et al., 

1995; Greenwood, 1993). Students see the establishment of a good working 

relationship with the nurses as a key to their success and will do little to 

sabotage this relationship, especialiy when the nurses tend to assist in 

organinng stuaents' experiences by offering them the very skills and 

procedures that students kgin to see as the work of real nurses @unn et al., 

1995; KeUy, 1993). 

The medicaliy oriented and task focused nature of the real world of 

hospital nursing practice appears to create a conundnmi for the nursing 

student who, in the nursing classroom, has focused on a health promoting 

and caring view of nursing. However, for nursing students to survive and be 



successtùl in acute care hospitals, they must accommodate to routines, and 

rituals which are largely disease-based and focused in physicd care. 

As the students and 1 began our first practice experience in the hospital 

after adopting the Collaborative Nursing Program curriculum, it seemed that 

1 had landed back in the very paradigm of natural science, and rational 

thought that 1 thought I had escaped by discarding the behavioural paradigms 

of traditional nwsing education. in fact, I was working in two different 

paradigms. In the classraom we were guided by the Collaborative Nursing 

Program emphasizing human freedom, autonomy, participation, and 

coanection with othets, yet o u  cîinical practice was situated in the world of 

the scientific, rational hospital practicum focusing on tasks and functions. 

A Critical Perspective on Teaching Nursing 

Because of my experience in the hospital, 1 began to realize that it may 

be naive to think that speakhg of nursing practice differently in the 

classrmm could lead to corresponding changes in hospital nursing practice. 

It was fiom this standpoint that I began to think more criticaüy about the 

kinds of practices educational discourse produces, especiaîly the discourse 

centred around the ideal of "caring". 

It became clear to me that not only cm caring be seen as a 

foundational concept of the nursing curriculum to be taught and enacted in 

nursing education md practice, it cm also be studied as a product of 

histoncal events, and processes. One way of understanding caring fiom this 

latter perspective is by examining the intersections of caring with the 

emergence of nming as women's wo& religious ideology, and the evolution 



of nursing education. Presenting caring as a professional ideal situated in a 

historical context enables an alternative way of comprehmding caring that 

will be important for this project. 

Throughout history, caring, looking d e r  others, and healing have been 

typical of women's activity (Warburton & Ciuroll, 1994). h Canada, women 

first were officidy recniited as caring healers when the Jesuit pnests who 

attended to the ill as a component of their own religious teachings, became 

unceriain about the propriety of medpriests carhg for women (McFarlane, 

1993). ReClZLitment for women/nurses f a  the New World was accomplished 

by the Catholic Church who trained women both as nuns and nurses. One 

can assume that what seemed indecent for a & p k t  to engage in, was 

conceived as proper for a nurseInun because of the strong linkages between 

"womanhood", mothering, and woments' "innate and natural" propensity to 

care (Berner & Wrubel, 1989; Warburton & Carrol, 1994). 

Early teachings by priests to the nurseInun, were bound up with 

religious teaching so that a s tmg discursive theme of self-sacrifice, altmism 

and chastity constructed the identity of the woman/nme/nun consistent with 

reiigïous doctrine (McFarlane, 1993). Emergirig fiom this ecclesiastical base 

of nursing as women's' work is the notion that to nurse is to be a woman who 

has concem for, and connection to, others at the expense of herself. Thus 

begins the tradition of heatmg and caring as womenst work, and, more 

specificaiiyy the association of caring with duty and subSeMence (Berner & 

Wrubel, 1989; Reverby, 1987). This tradition ofnursing/caring was taken up 

by Florence Nightingaley facilitated by her views on women's rïghts, and her 

reiigious beliefs, and has strongly duenced the evoIuîion of nursing 

education and practice in Canada today. 



Nightingale was moved to establish the h t  hospital-based training 

psograms for nurses based on her experiences in the Crimean War, aAer 
which sbe came to believe that women's' ri@ (of which she was an early 

proponent) should be sacrificed for the greater Christian go04 resuiting in 

better hospital care for al1 (McFarlane, 1993). According to McFarlane, 

Nightingale's nurse training program reflected these beliefs. In recniiting 

nurses, it was made clear that nurses, like nuns, experienced a "calling" that 

went before family obligations. The "cd" of women to nursing occurred as 

Nightingale claimed caring as an exclusive duty within the domain of 

womanhood (Benner & Wrubel, 1989; Reverby, 1987). Just as Nightingale 

was a devoted servant of God, so too, were her students expected to be 

devoted to nursing (Warburton & Carrol, 1994). Admitted to nurses training 

were only single women of high moral character, who were housed in a 

convent-like residence, supe~sed to ensure sexual propriety (McFarlane, 

1993). 

Nightingale's understanding of nursing, however, did not exist in a 

vacuum but was situated in particular economic, social, and political 

conditions. For instance, as members of the "respectable" classes, 

Nightingale and other women were faced with two options in life, either 

m h a g e  or "burdensome, inactive spinsterhood" (Warburton & Carroll, 

1994, p. 562). Nightingale's effort to establish nursing was a fom of 

resistançe to these inevitable ends, hoping to offer women (albeit, of 

bourgeois origins) a respectable alternative to these sociaüy sanctioned, and 

restrictive options. Nightingale also had political intentions for nurses to 

share power in the provision of health care and for this end, created a 

powerfûl hierarchy of nursing where directives for nming care were passed 

down to the novice probationers by nursing supexvisors (Reverby, 1987). 



The difficulty is, that in forging a space for respectable work for the 

middle class woman, Nightingale claimed a stake in hedth care based on the 

discourse of caring as a womanly obligation, and a way of demonstrating 

one's devotion to God. This served to create nming identities and practices 

based on traits of altruism, self-sacrifice, discipline and submissiveness 

(Benner et al., 1992; Reverby, 1987; McFarlane, 1993). In order to care, it 

was necessary for nurses to renonce their own agency and autonomy. To 

resist the kinds of practices that the discourse of duty and devotion produced 

would be to put oneself at risk of king uncaring, and as caring waslis linked 

to the virtuous woman, amorai. Although Nightingale's intentions were to 

share power in health care by claiming carhg virtuous womens' work, the 

nurses were positioned so that to challenge the power and control of the 

medicd profession over the health care system, one's devotion and virtue 

could be in question. Because of the intersection between religion, caring, 

and nming, nursing continues to be a subordinate occupation lacking the 

power and authority enjoyed by physicians (Warburton & Carroll, 1994). 

Nightingale's system of nursing was perpetuated in Canada, and 

eisewhere, as nursing schools adopted the Nightingale model. As nursing 

schools were affiliated with hospitals, training occurred in the patriarchal 

hospital context, where caring as a duty, and a service was honed through 

oppressive training regimes that were ngorous, and o h  cruel (Reverby, 

1987; Warburton & Carroli, 1994). For instance, lectures, if they occurred at 

ail, were given by physicians and older nurses, and often were scheduled 

der nming students provided service to the hospital for 12 hours. The 

combination of Nightingale's program, and the hospitai's requirements for 

care lead to a situation where the U.Ltüùl and devoted student nurse was 

exploited as a means of cheap labour (Reverby, 1987). Indeed , one can 



imagine that the more arduous the training, the greater a womau's/nurse's 

duty and devotion to Gdnwsing was evidmt. The religious notions of duty 

and devotion, as they cmtitute caring in nursing education will be a 

particularly important aspect of this project. 

Presenting caring, however briefîy, as an activity that has roots in 

historicaüy specific social, political, and religious events enables an 

aitemative way of understandkg " c a ~ g "  in contempoiry educational 

discourse. This suggests that as we engage in the discourse of caring we 

participaie in institutionaüy sanctimd practicces that rekonstitute the social 

relations of the term "caring" (Smith, 1984). Approaching the notion of 

"caring" from this critical perspective, shows that certain ideologies and their 

practices may have unintendeci consequences for nursing students' 

development. In what foiiows, I argue bat  this occw because traditional 

understanding of nursing development suppresses the notion that knowing 

and doiag nursing comtitutes, and is constituted by, the social relations 

within which individuals and groups act (Toohey, 1999). An altemative 

view of nursing development, in fact the perspective on which this papa is 

based, is then descriid. 



Chapter Two: Two Views of Nursing Developrnent 

Contemporary Notions of Nming Development 

Contemporary thinking about how students l e m  to be nurses is 

repraented in the literature concemed with the professional socialization of 

nurses. The process of socialization is descriid by nursing scholars as the 

transmission of the knowledge, skills and behaviom which defme the 

profession @aumgart & Larsen, 1992; du Toit, 1995), and through the 

acquisition of which individuais are inducted into their culture @aumgart & 

Larsen, 1992). 

The development of a nurse is presented in the literature as a linear 

process, beginning with nursing education, and continuhg in the workplace 

after graduation w b y ,  1990; Coudret, Fuchs, Roberts, Sduheinrich & 

White, 1994; du Toit, 1995; Wilson & Startup, 199 1). Mary Bradby (1 990) 

notes t h e  is a plethorra of nming literanire on the subject of professional 

socialization of nurses presenting many varied views on the problems, and 

their solutions. NonKithstanding these divergent positions, there are a few 

conmon t h &  evident in the Meranire. 

First, students and faculty commoniy expience what is referred to as 

"reality shock" as they begin their first hospital practicums (Baumgart & 

Larsen, 1992; Greenwood, 1993; Hughes, Wade & Peters, 199 1; Kelly, 1993; 

Wilson, 1994; Windsor, 1987). Reality shock is descriid as a discrepancy 

between what is Learned in theory end what is encountered actual nursiag 

practice. The "shock" occm because students encounter experiences in the 

workplace that they have not anticipated (Kelly, 1993; Wilson & Stamip, 

1991). For instance, Baumgart & Larsen (1992) note that when new nursing 

graduates begin to practice they encounter the "professional-breaucratic 



c o & Y  (p. 348), which is a situation with which they have had littie 

experience. 

To cope with the "reality" of the workplace, many authos suggest that 

a good role mode1 can help "shape" the student by the transmiting attitudes, 

beliefs, skills, and they concur that the general culture of nursing is important 

(Bradby, 1990; Cuhn, 1989; du Toit, 1995; Wilson & Startup, 1991). 

According to Nadine Coudret (1994) and her colleagues, it is weIi established 

that role models act as agents in the socialization process. However, what is 

it that these role moâels actudy do? 

Some believe that role models encourage the development of safe, 

knowledgeable nursing practices (Wilson & Startup, 1991). Mers explain 

that role models encourage the adoption of the appropriate values and 

attitudes so that the novice can merge hto the profession (Coudret et al, 

1994; du Toit, 1995) or that they simply assist students to integrate theory 

into practice (Cohn, 1989; Coudret et al., 1994). interestingly, some students 

suggest that the solution to "reality shock'lays in their ability to assimilate, 

and negotiate, the practices of educators and pmcticing nurses into their own 

nursing practice (Bradby, 199û; Coudret et al., 1994; Wilson & Startup, 

1991), denying the responsbility of the facuity and the pmcticing nurse in the 

relaîionship. 

A somewhat different account of the acquisition of s W  nursing 

practices is o f f d  by Pat Benner (1984). Ratha than foçusing on 

refationships between nurses, educators and students, Benner focuses on 

experience as the key to nursing development. Experience is desmkd as 

actuai events in nmmg practice where the theoreticai knowledge which 

assists nurses in 100king explainhg and predicting a situation in a systematic 

way, is ". . challenged, refined, or discodimed by the actud situation" (pp. 



2-3). Berner's large phenomenological study presents nurses' stories as 

paradigm cases from which characteristics of novice to expert nurses are 

constnicted usmg the ''Dreyfus Model of Skill Aquisition" (Berner, Tanner 

& Chesla, 1992). The DreyfÙs Model posits that "in the acquisition and 

development of a skill, a student passes through five levels of proficiençy: 

novice, advanced beginner, comptent, proficient and expert" (p. 14). The 

stories of nursing practice are fascinating to read, and the description of 

novice to expert practice complling. So compelling is this model, in fact, 

that the Collaborative Nursing Program uses the novice to expert scheme as a 

framework for students and faculty to reflect on students' developing nwsing 

practice. 

There are some observations, and questions that the perspectives on 

nursing development, discussed above, elicit. Most remarkabie, nming 

development is presented as a positive process that students, teachers, nurses 

or novices must forge ahead with so that the necessary, knowledge, skills, 

abilities and attitudes of a professional nurse may be "intemalized", and 

somehow, "acquired". Absent in these aflkmative accounts of nursing 

education and students' development are "unpopular tales about what is not 

working, and why, and in some cases, about the enormity of the obstacles to 

lx faced in daily practice, and why there is little gound for optimism" (de 

Castell, 1993). 

For instance, the importance of the nming instructor, and members of 

the nursing profession, as important actors in the acquisition of skilllùl 

practices by the nursing student is assumed in the descriptions of how 

students learn to nurse in the context of classroom and clinical experiences 

(Bradby, 1990; Coudret et al., 1994; du Toit 1995; Hughes et al., 199 1 ; 

Kelly, 1993; Packer, 1994; Wilson, 1994). These professionals are presented 



as enacting their inüuence on the student by acting as role models (Coudret et 

al., 1994; du Toit, 1995; Kelly, 1993), giving feedback to students (Wilson, 

1994), by nurturing the student (Bradby, 1990), providing supportive 

environments (Kelly; 1993) and by using a variety of teaching strategies 

(Hughes et. al, 199 1; Kelly, 1993; Packer, 1994). According to some 

researchers (Coudret et al., 1994; du Toit, 1995), students then "internalize" 

what has been presented to them, to take up the values, n o m ,  symbols, and 

behaviom of the profession (Coudret et al. 1994; du Toit, 1995). The actual 

processes by which students internalize and acquire skillful nursing practices, 

however, remain a mystery. 

The authors above seem to subscribe to the notion that learning is the 

acquisition of prepositional knowledge, and understanding, a process which 

occm in the individual mind (Hanks, 199 1). This understanding of nursing 

developrnent leads to a situation where each individual student is left to be 

accountable for theu own development towards expert practice. It doedt 

seem unusual then, that the solutions offered to deal with the theorylpractice 

schism discussed earlier focus on individu& adopting new sets of skills to 

cope with ambiguities encountered in actual nursing practice. Evidence of 

this scheme is seen in the way students speak of themselves as solely 

responsible for working out these ambiguities (Bradby, 1990). 

Focushg on the individual student as the primary actor involved in the 

acquisition of skillful practices essentially fails to take into consideration the 

ways in which not only the instnictor/role model, but the institution, and the 

larger sociopoiitical context are involved in how a student becomes a nurse, 

and mdeed, what is considered s k W  or expert practice. Toohey (1 999) 

notes that both learners and learning are socially, historicaily, and politicdly 

constmcted, and "Ieafning, thinking, and acting" c m o t  be considered 



independent of the social relations within which both groups and individuals 

act (p. 10). 

The Development of a Nuse: A Sociocultural Approach 

A sociocultural approach to nursing development offers an alternative 

to the traditional models discussed above, by proposing that al1 human action 

is socioculturaliy organized. This means that activities such as a student 

engaged in discussion in the classrm, or a nurse caring for a patient with a 

draining wound, are situated in specific social, cultural and historical 

contexts or domains, each which can be described in an attempt to 

understand it's contribution to human action. 

Juxtaposed against the idea that nursing development is a matter of the 

acquisition of skillful practices, the socioculural approach begins with what 

the individual is performing, but looks beyond the individual acting to 

understand how their performance has corne to be. From this view, the 

novice nursing student gains understanding not only through the acquisition 

of ski11 through role modeling, but by participating with others in practices 

that have social, cultural and historical roots. The sociocultural approach to 

development enables an understanding of the role participants play in the 

socialization of a nurse, and an explication of the mysterious 

"intemalization", two aspects of nursing development that are unaccounted 

for in much of the contemporary discourse of nursing development. 

In order to get a sense of how the socioculhual view to development 

can alter the way in which nursing development cm be considered, 

explication of what social, culhiral and histoncal ongins of human action 

refer to may be helpful. To do this, 1 rely ptimarily on the writingi of James 

Wertsch (1991, 1998) and L.S. Vygotsky (1978), and then go on to situate 



these ideas in the community of nursing practice with the help of Jean Lave 

and Etienne Wenger (199 1). 

In sociocultural approaches to development, social interaction is 

considered to be the fiindamental vehicle for the transmission of cultural 

knowledge (Cole, John-Steiner, Scribner & Souberman, 1978; Wertsch, 

1991). This means that to understand human action one would need to 

understand the social relations in which these actions are situated. L.S. 

Vygotsky stressed the idea that human activity always originates between two 

people, by suggesting the "generai genetic law of cultural development": 

Any function in the child's cultural developrnent appears twice, 

or on two planes. First it appears on the social plane, and then 

on the psychological plane. First it appears between people as 

an interpsychological category, and then within the child as an 

intrapyschological category. This is equally true with regard to 

votuntary attention, logical memory, the formation of concepts 

and the development of volitionD . . . It goes without saying that 

intemabation transfomis the pmess itself and changes its 

structure and fbnctions. Social relations or relations arnong 

people genetically underlie ali hi@ funçtions and their 

relationships. (Wertsch quoting L.S. Vygotsky, 1998, p. 1 10) 

Human action, according to Vygotsky, h t  occm on the intemental plane 

(between two people), and then h u g h  a process of internalization, it occurs 

on the intramentai or intrapyschological plane (Vygotsky, 1978). The role of 

those who are more experienced, or more capable in a leamhg situation, is to 



assist the novice to develop new understandings, so that the novice can go on 

and initiate solutions to the problems they encornter independently. 

Vygtosky (1978) descriid this collaborative phase of development using the 

term the "Zone of Proximal Development" or ZoPed which he defined as ". . 
. the distance between the actual developmental level as determined by 

independent problem solving and the level of potential development as 

determined through problem solving under adult guidance or in collaboration 

with more capable peers" (p. 86). The more capable peer assists the 

newcomer or novice to develop new understandings by using cultural tools, 

of which language is the most important (Wertsch, 1991). in this project, the 

notion of who is considered more capable will be an important aspect to 

consider, and has to do with the notions of appropriation and resistance 

discussed below. 

Patient classification systems, which were developed beginning in the 

1970's and continue to be in use today (Campbell, 1994), are tools used to 

measure of nursing workload for a group of patients. This system offers an 

example in nursing of how a more capable peer assists a novice to develop 

new understandings by using cultural tools. in this case, the more capable 

peer is represented by nursing management teams, who provide patient 

classincation tools to nurses (the novices) providing patient care, so they 

leam to express the care planned for a patient in terms of the amount time the 

nurse expects this care to take (Campbeii, 1994). 

The categories supplied by nming management via the patient 

classification tool enable a nurse to collect information ftom a variety of 

documents about a patient, and to transfer this information into the categories 

of the patient classification system (CampbeII, 1994). Once the classification 

is completed, the form is retumed to nursing managers, and the results used 



in making decisions regardhg sbInng for that particuiar nursing unit, and 

overall efficiency of nursing work (Campbe, 1994). This technique of 

making decisions about the number of nming staff required can be 

compared to what has oçcurred traditiomlly, where decisions were made on 

the bais of ward size, numbers of patients, stafnng patterns and local 

nursing knowledge (Campbell, 1994). 

What the novice nurse leams in this situation is how to re-configure 

their local knowledge about caring for patients, so that it cm fit into the 

conceptual categories supplied by nursing management. Campbel (1 994) 

finds that although nurses feel Iike they are intimately involved in making 

nursing staffing decisions by using the patient classification tool, they often 

experience situations where the number of nurses supplied by management is 

inadequate to do a good job. M a t  results is a situation where nurses 

experience increased patient workloads, frustration and anxiety. 

Reflecting on this activity fiom a socioculturaî perspective, shows how 

interaction between participants, or players, fonned the basis of nursing 

activity. This sociocultural view of development resists the notion that the 

more experienced peer acts solely as a role model. Although both role model 

and sociocultural approaches stress the idea that teaming occurs in 

relationships, the role model scheme tends to present nursing development as 

the transmi~sion of important cultural knowledge, whereas Marie Campbell's 

(1994) analysis of the use of patient classification systems shows, the role of 

the more capable participant in the learning situation is much more complex 

than simply to "model" desirable behaviaurs. More than "model" it seems 

Like nming management actuaüy "rnovedlI the nurses towards a new 

conceptuaiization of their nursing cm, by providing a tool to assist them to 

re-configure their previous utldetstandiogs of their nursing work to fit the 



patient classification scheme. Indeed, that Vygotsky (1978) descriied the 

learning that occurs in the ZoPed in terms of the "distancen traveled fiom 

what the novice h e w  to what they now know, reinforces the notion that 

learning to nurse is more a matter of "moving" than "modelingl'. 

Marie Campbell's (1994) analysis of how nurses leam to use patient 

classification techniques in everyday nursing presents an opportunity to show 

that the nature of nursing development is much more complex that a simple 

modeling of desired behaviours. As Campbell's interpretation suggests, as 

nurses leamed new ways of interpreting their experiences, mediated by the 

patient classification tool, they were participating in a scheme that sought to 

justifj decisions for the "efficientt' staffhg of hospital wards. It is this kind 

of interpretation of nwsing activity that situates leaming finnly in the 

socioculturai context in which it occurs, showing that nming actions, indeed 

al1 activity, is configurecl by social processes, rather than purely "modeled". 

As mentioned earlier, Vygotsky (1978) stated in his "general genetic 

law of cultural developrnent" that intemalization occurred fmt between two 

people, a more capable peer and a novice, using cultural tools like language 

that enable the novice to develop new understandings. A closer look at how 

these cultural tools mediate hman action cm help de-mystw the process of 

"intdzation1', a process, as mentioned previously, that is unaccounted for 

in many of the texts that present traditional views on nursing development. 

The importance of cultural tools in mediating human action in the 

ZoPed, is stressed by James Wertsch (1 991, 1998), a psychotogist interested 

in sociocuitural theory. Wertsch (1991) emphasizes the significance of 

cultural tools, like language, by proposing that it is best to consider any 



human act as "individaYs-actingwith-mediational-meas (p. 12). By 

viewùig human action as mediated, any explication of nursing development 

wouid necessitate a look beyond the individual as the sole source of an idea, a 

text, or any other form of human action. This ability to look beyond the 

individuai acting, to mediated action, distinguishes sociocultural approaches 

to development from the "methodological individualism" (1998, p. 19) of 

more traditional approaches to development. 

The notion of mediated action suggests that intexpreting development 

by looking beyond the individual to the sociocultural origins of activity must 

take both the agent, and the mediational means as a whole. At the same the, 

Wertsch (1998) wams against thinking that mediated action is an 

"undifferentiated whole" (p. 28) when in fact it is composed of a variety of 

elements. To tease out these elements Marie Campbell's (1994) work on 

patient classification systems will be used to show how a sociocdtural 

interpretation of human action can be achieved by relating action to it's 

social, cultural and historicai origins. 

To elucidate the "elements" involved in mediated action it is necessary 

to foreground either the mediated means or the agent to begh the discussion. 

Shce Marie Campbell (1994) has provided us with an example of a 

"mediational means", the patient classification form, we'll start here. 

ts 

Mediational means used in the ZoPed are reai, symbolic artifacts 

which have specific historical origins (Wertsch, 1998). These artifacts c m  

be signs or sign systems like language, writing, works of ert, patient 

classification systems or the real material tools of nurses work, for instance, 

the stethoscope, and inaeasingly, the computer. Of signs and toals, 



Vygotsky determined that language was the most important mediator of 

hwnan activity (John-Steiner & Souberman, 1978; Wertsch, 1991). As a 

rnediationd means, language is so important in fact, that Vygosky (1978) 

proclaimeci the process of internaiization as a matter of leamhg how 

Ianguage means in a particular activity. In the case where nurses were taught 

to use the patient classification system, the nurses learned that "patient 

classification" meant caregorizhg patients in terms of the amount of nursing 

time required to care for k m  (Campbell, 1992). 

Because mediational means are material, they tend to persist evea aller 

those who have used them are no longer on the scene, just as other cultural 

artifacts do (Wertsch, 1998). That ail mediational means, including 

language, are anifacts suggests that they have historical origins. For instance, 

the patient classification systems tbat Marie Campbell (1994) speaks of are 

culturai artifacts at work in the present, mediatiug a certain understanâing of 

nursing work, but with concrete historical mots. In the case of the patient 

classification system, it's mots go back to the late 1960s where cost-control in 

the Canadian health-care system became a primary preoccupation of policy- 

makers. This ConCern ûanslated into revisions of federal-provincial hd ing  

during the 1970s and 1980s as fiscal decisions of this era took on a 

consemative hue, which in tum put considerable pressure on health care 

institutions to do the work of health care faster and more cheaply. in the 

press of efficient productivity, nming services in the hospitai became the 

focus, where patient chssifkation systems were developed as a tool to 

qmtify infinmation about nurses' work Campbell (1994) tems this the 

"accounting appmach" (p. 593) to understanding nming work, which is a 

perspective that seems to have persisted weii into the 1990s and beyoird. 



By considering the patient classification tool as an artifact with roots in 

historical and cultural traditions that have "died away" and are no longer 

visible (Lave & Wenger, 1991; Smith, 1990; Cole et al., 1978; Wertsch, 

1991), patient classification has been shown to be an activity produced by a 

number of processes, practices and people. Thus, tracing the historical roots 

of the mediational means is one important route to understanding the 

developmental history and origins of the activity in question, and one way to 

avoid an interpretation of human action that assumes that individuals acting 

are the sole source of explmations of behaviour. 

A T m  Scrm . .  . 

The mediational means cm also limit development. As Marie 

Campbell (1994) discovered, using the "accounting approach" (p. 593) to 

describe nursing worlc, severely limited the understanding of what goes on in 

everyday nursing work on the acute care patient care unit. This, she 

discovered, was achieved through re-configuring nurses' "local knowledge" 

of theu work to fit the standardized descriptions of "nursing care needs" on 

the patient classification f m .  

Categories such as "personal needs", "nutrition", and "activity" on the 

patient classification form cued nurses to assign a number indicathg the 

amount of nursing tirne required to meet each of these needs for a particular 

patient (Campbell, 1994). The difnculty is, that much of the work done by 

nurses is not limited to the kinds of activities these categories suggest. Much 

of nurses' work occurs away fiom the bedside, organizing and coordinathg 

patient care with other heahh cm providers, assisting patients to move to 

other hospital departments, communicating with family and fnends who may 

have specinc needs themselves as they try to make sense of theif experience. 



The effect that the mediational means has of iimiting the possible ways 

of making meaaing siîences other important ways of speaking of, and doing 

nming work Kenneth Burke descriis this characteristic of the mediational 

means to constrain understanding and action as a "terministic screen" 

(Wertsch, 1998, p. 40). In the case of nursing work, because nursing 

workload is detennined on the basis of the patient classification form, which 

does not account for the indeterminate nursing actions discussed above, 

nursing staff are assigned to patient case units based on only a partial 

understanding of the work that occurs there. What results is a situation 

where the everyday working nurse is under great pressure to decide which 

aspects of their nursing care must be rationed, so that their service can be 

spread over a greater nurnber of patients. From this perspective, the 

mediational means is certainly constraining. 

Aithough Campbell focuses in on the patient classification t d  as a 

mediational means that constrains human action, more often the notion of 

mediation is presented as a process that is enabling or empowering (Wertsch, 

1998). Considering the mediational means as limiting human action, tends to 

uncover, as Campbel (1994) did, that there are alternative ways in which to 

act in my given situation. 

As CarnpbeU (1994) shows, introduction of the patient classification 

system as a tool to "account" for nursing work, had some very concrete 

repercussions on how the work of nursing got done. Using the patient 

classification system to estimate nwsing requirements for the patient care 

unit left nurses in a situation where workload încreased, and senrices to the 

patients decreased. 



This "accoundngN method of describing nursing work aiso resulted in 

the emergence of new nursing management techniques which have become a 

major organizing feature of healh-care administration today (Campbell, 

1994). For instance, major expenditures for technollogy Like computers and 

software, and information mauagement personnel are necessary when the 

institution relies on management practices where systemic information is 

tùndamental to organizational decisions üke numbers of nurses required to 

provide care. 

The effects of introducing the patient classification system were not 

iimited to nursing work and administrative practices. Changes in the agent 

(the nurses) occurred because of the stresses invotved in personally having to 

make decisions about rationing necessary nursing activities at the bedside. 

Campbeil(1994) noted that nwses working in these conditions spoke of 

their fnistration, anxiety, and engaged in self-blame about the care they were 

unable to provide. These symptoms may be recognized as "burnout" among 

nurses, a term used by both the nurses to describe themselves as over- 

stressed, and by hospitai administrators to offer programs for employees 

where "workers are taught how to live with the new organizational realities 

and suffer less pain" (p. 606). 

This suggests that mediationai means (cultural tools) define not only 

practices, but aiso the people using them, exposing the idea that tools, like 

language, have specinc ways of infiuencing the way we think of ourselves. 

With respect to the CoUaborative Nursiing Program, and the chaos that the 

students and 1 experienced enterhg the acute care setting, 1 wonder to what 

degree this confbion was mediatecl by the discourse of "caring" and 'riealth 

promotion" in the CNP and the kinds of meanings about what a "nurse" 



shouîd be and do produced, compated to what "nurse" meant in the acute 

care hospitai. 1 suspect this was one source of the cîifficulty. 

One fhther point that Wertsch (1998) offers that can help understand 

the ambiguity nursing students experienced when entering the "ml world" of 

acute care nursing, is the idea that cultural tools (or mediational means) 

provide the standards for assessing the skills of the agent, and so deteminhg 

what is considered a successful performance. Wertsch says: 

So when asking about someone's ability level, we are usuaîly 

asking about someone's skiii in hctioning with a particular 

cultural t d .  It is crucial to address this question since agents 

may demonstrate outstanding skills when t'unctioning with one 

cultural tool but only merage skills when fùnctioning with other. 

. . . Such facts raise general questions about who decides which 

cultural tools are to be used for assessing our skiils and abilities. 

(P. 45) 

For instance, in the case of the nurses working under the new nursing 

management system mediated by patient classification, it would be 

interesthg to look at the processes involved in employee evaluation in these 

institutions for traces of the "effective and efficient" nurse, and how this 

might diner fiom what nurses considered "good" nursing. Similarly, in the 

CNP what counts as a successful performance is tied to the notions of caring 

and health promotion in the practice appraisal documents (CNPBC, 1998), 

but this may not be what is considered desirable in a d  nursing practice in 

the acute a r e  hospital. This raises the more general question of the effect 



new cdtural tools have on the assessment of skills and abilities, and who, 

indeed decides what these tools should be, and how these decisions are made 

(Wertsch, 1998). This question suggests that purposes and people dso have 

a hand in mediating action, in addition to the mediational means itself . To 

begh to explore these aspects of mediated action it may be helpful to r e m  

first to the notion of intemaikation, and foreground issues regarding the 

agent's use of mediational means. 

Vygotsky's notion of "internalization" can be consüued as the agent 

knowing how to use cultural tools (Wertsch, 1998). However, if 

intemaikation is simply a matter of knowing how then nursing development 

would proceed on a very straight and narrow trajectory. in this case, nwsing 

activity would remain the same over t h e  and place. But this is not the case. 

Indeed, Wertsch (1991) suggests that people have choices of which cultural 

tools to use in any given situation, and uses the analogy of a "tool kit" (p. 93) 

to explain how human action and people change. 

Cultural t d s  are pulled from the "tool kit" by the individual and 

introduced into activity depending on the goals and functions intended, an 

action described by Wertsch (1991) as "priviiegingtl (p. 124). The notion of 

privileging suggests that the agmt-acting-with-mediational-mems is enacting 

agency when choosing fiom a number of tools available to achieve the 

pinposes intended Howeva, in "choosing" the mediational means used, it is 

important to note that this choice is not always a transparent pmcess to the 

agent; that is, the origins of the cultural tool, and thus it's meaning, may wt 

be r e d y  apparent to the agent, even though it has been appropriated ùito 

their "tool kit" (Leont'ev, 198 1; Wertsch, 199 1). For example, in Campbeills 



(1994) study, the nurses who initially bought into the patient classification 

system as a way of descniing their work did so believing that this particular 

tool, offered to them by their superion, would give them oppor&unity to 

participate in the decisions made regarding the numbers of nurses required to 

care for the patients on their unit. This tool was used because nurses 

believed that using it lent some authority to their own local lmowledge, and 

provided an alternative way of speaking about the nursing care required 

there. This purpose, however, was in conflict with the purpose of "efficiency 

and effectiveness" that nming management intended in using the patient 

classitication tool. The patient classification system brought with it meanings 

that the nurses were unaware of, and unable to articulate even when it's use 

resulted in staffmg decisions that seemed wrong. This shows that, in some 

instances, it may indeed be the case that people using the same cultural tools 

are doing so for different, and ofien conflicting purposes (Wertsch, 1998). in 

interpreting nursing development as mediated action then, it is necessary to 

keep these multiple purposes in view to get a Ml understanding of what is 

truiy king perfomed. 

When interpreting behaviour Erom a socioculhual view, one of the 

voices involved in mediated action is the agent's. This is an important piece 

to understanding the transformational nature of mediated action; that agents 

do not always readily take the cultural tools and "appropriate" them in the 

ways that have been presented to them, but may reject their use entirely 

(Wertsch, 1998). However, to resist or reject a cultural tool, for instance the 

meaning of "patient classification" (Campbell, 1994), that agent must be able 

to establish themselves as knowing differentiy than the official or 



authoritative meaning the tool suggests, and therefore recognize that there are 

alternative ways of acting, and being. 

The transformational nature of mediated action then, is not only a 

factor of the cultural tool in use, but the agentts use of the tool. In order for 

the agent to alter the ways in which cultural tools are used, the agent must 

develop a "critical conscious reflection" (Wertsch, 1998, p. 174). In tems of 

nursing education, for students and faculty to critique the cultural tools that 

have been presented to them, and iniroduce alternatives, would require 

particularly emancipatory enWonments and relations in nursing education. 

This point is taken up again later in the discussion of Jean Lave's and Etienne 

Wenger's ideas of transparency and seqwüatioa in a community of practice 

(Lave & Wenger, 199 1). 

Power 0 . . 

Speaking of cultural tools as mediating particular practices, altering 

how we think of ourselves, and being coupled to particular purposes, 

suggests that mediated action is tethered to power. Using mediational means 

for a particular pinpose, the agent accepts the power of the tool to get the job 

done, and in doing so, accepts this authority as their own (Wertsch, 1998). In 

other words, by using mediational means available to us, for certain purposes, 

it is possible for one's actions to take on a kind of power and authority. 

Showing how the use of patient classification systems structure 

administrative as well as bedside nurses' wodc, shows how powerful the 

mediational meam can be in üansforming meitning. Understanding that 

cultural tools are established through historiai processes shows that power is 

not sometbg strictiy located witbin the individual, but is socioculturaUy 

situateci, or represented by many voices (Wertsch, 1998). For example, ofien 



the ways in which cultural tools "mean" in specific situations are imposed by 

a dominant social order, as illustrated in the introâuction of the "patient 

classification systemn by nursing administrators. Similarly, the meaning of 

"nursing in the CNP put forth by educators to students in the classroom, and 

the meaning of "nursing" in the acute care setting are both instances of 

meâiated action that p o w d y  structure certain understandings about what 

it is to be a nurse, and what counts as legitimate nming practice. 

Thw, sociocdtural theory presents a very different view of learning to 

nurse that challenges the pervasive notion that nursing development is a 

matter of the uncomplicated acquisition or transmission of culturai 

knowledge, and s W  petformance an individual feat. A sociocultural 

approach to human action, stresses that to understand the processes involved 

in learning to nurse is to understand how nursing actions are socially, 

culturaliy and historically situated. 

Aithough the interplay between social relations and mediated action 

has been mentioned above, the challenge now is to show how an approach to 

development fiom a sociocultural perspective can be situated more 

spec~caNy in the social relations of the community of nursing education. 

Jean Lave and Etienne Wengr's (199 1) ideas about situated learning cm 

help bring issues regarding development of a nurse withiu the nursing 

community into consideraiion. 

Legitimate Penpheral Participation 

Based on the idea that development is a sociocultural phenornenon, 

Jean Lave and Etieme Wenger (1991) suggest an anaiytic perspective on 

learning they di "legitmiate peripheral participation" (p. 29). Legitimate 

peripherai participation (LPP) attends to the importance of the relation 



between participants whose activity is situated in a community of practice. 

The intent is to "de-centre" the analysis of leaming and development fiom the 

individual leamer and authontarian master, to situate it in the sociocultural 

organization of the commuuity of practice. 

Legitimate peripheral participation emerges fiom the idea that leamhg 

is an inseparable aspect of social practice, and might be better thought of as 

"situated learning" (Lave & Wenger, 1991, p. 3 1). Just as there is no activity 

(thinkiog or behaviour) that is not sociocuituraUy mediated, there is no 

leamhg that is not situated. Hanks (1991) States that Lave and Wenger go 

beyond situated learning to more explicitly link learning to "modes of 

participation" within the activities of the community of practice (p. 14). 

These modes of participation, or the relations among those participating in 

activity, provide the opporhmities for development. in relation to my study, 

LPP provides the analytic means to explain learnllig in terms of these 

relations, and especiaily brings to the foregound issues of power and control 

in learning to be a nurse, within the nursing communityty 

Pivotal to legitimate peripheral participation is the belief that social 

structures involve relations of power which position participants in multiple 

and varied ways that assist them to either engage in more relevant or 

irrelevant aspects of the ongoing activity (Lave and Wenger, 1991). To the 

degree these relations provide access to multiple ways of acting in the 

çommunity, then the position is empoweting. To the degree that the sociai 

structures in the community sequester the newcomer fiom participating in the 

varîety of activities possible in the community, then these social structures 

are disempowering. Embedded in the analytic perspective of LPP then, are 

the ideas that ways of engaging in a commuuity of practice (like nursing) are 

mediated by the social structures involved, creating specinc locations and 



perspectives that constitute both the condition f a  leaming and what is 

lemed (Lave & Wenger, 1991). This means that an explanation of how one 

leam must take into account Ilthe cultural practice in which the leaniing is 

taking place, on issues of access, and on the transparency of the cultural 

environment with respect to the meaning of what is being leamed" (p. 105). 

The notion of a community of practice means that participants are 

participating in a system of activity where they have shared understandings 

about what they are doing, and what this means to them and their comutliîy 

(Lave & Wenger, 199 1) . Opportunity for newcomers, like students nurses, 

to develop these shared understandings and take-up the c u h e  of the 

community is a matter ofengaging in the many and diverse activities the 

cornmunity of practice presents. These various ways of engaging, or "modes 

of participation" (p. 94), cm assist the newcotner in gaining a new and 

different perspective of the community that can flesh out and transfomi their 

initial understanâings, knowledge and skills. Using this theoretical 

perspective, development, and so learrilng, is a matter of legitimate access to 

these various locations and perspectives, and access to these modes of 

participation is dependent on the social relations of the community. This 

thoroughly intertwines learning (or fdure to lem) within the social relations 

of legitimate periphd participation. 

What is of paticular importance in understânâing learning from the 

perspective of LPP, is that when leaming to practice, a newcomer must have 

access to learning within the actual pracicces of the community. In models of 

education where theory presented in the ciassroom, and practical leaming are 

supposedly integrated, the newcomer may be learning how to "do" school 



practices and how to "do" nursing practices. What is actuaily leamed in these 

two communities of practice may be in contradiction to one another so tbat 

the claims about practices in the classroom may not coincide with nursing 

activity occurring within the actuai practice being taked about (Lave & 

Wenger, 1991). And this, indeed, is how matters appear within the context 

of nursing education. Access to leaming resources becomes more than a 

matter of materials to practice with in the nursing lab, or ideologies to tive by 

presented in the classroom to be apptied elsewhere. Access to leaming is 

detennined by the ways in which the newcomer is positioned in the ongoing 

system of activity so that opportunities to engage in practice, provides access 

to understanding of what is done, who does it, why it is done, and what the 

newcomer needs to do to participate in the community. To the extent that 

these opportunities for understanding are provided to newcomers, then they 

move towards fùil participation in the community; to the extent that these 

opportunities are suppressed, then newcomers will remain sequestered, and 

never get a sense of the "whole" of the practice, and the ways of being a 

nurse and engaging in nursing activity that this understanding offers. 

When a newcomer, like a student nurse, is presented with different aud 

vatying ways in which to consider the cultural tools or artifacts of the 

cornmunity of nming then the possibilities for meanindactivity within the 

practice are altereâ, and the nurse moves towards full participation in the 

community. One such tool in nusing, the "flow sheet", cm be used to 

illustrate the notions of transparency and sequestration in LPP. 

The "flow sheet" is used as a tool by nurses to record basic nursmg 

cm. Campbell and Jackson (1992) proposed that the flow sheet is a t d  that 



presents nming as orderly and comprehensive, an idea that has it's basis in 

the evolution of formal, scientific nursiing models. The flow sheet as a 

culturai tool or "artifact", and the practices it necessitates are "fossilized" 

forms of the histoncal, culturai and social traditions of nurses' practices based 

in scientific models, that have since "M away" rendering them invisible 

(Lave and Wenger, 1991 ; Smith, 1987; Vygotw, 1978; Wertsch, 1991). In 

order to become a member of a community one lems to use its artifacts/tools 

and practices in ongoing activity. In this way the community reproduces its' 

practiceslitself with Little conflict and with no apparent alternatives (Lave & 

Wenger, 1991). Yet one would think, that in order for a comrnunity to evolve 

and change, some resistance to the cultural tmls, and the activities they 

mediate, would need to occur. Resisting the taken for granted cultural tools, 

their meanings, and the activities they produce, wodd be disruptive for the 

community and its practices (Wertsch, 1998). 

Conflict and development, then, should go hand in hand, yet for the 

purposes of the community of practice, which is in the business of producing 

sornethg, maintainhg the unintmpted "flow" of activity by the 

unproblematic integration of new meaibers wouid be desirable. To the degree 

that the commmity prevents disruption by limiting newcomers' access to 

positions which enable new perspectives and understandings then the 

community has sequestered its newcomers (Lave & Wenger, 1991). Thus, 

newcomers become disconnected fiom the actual, ongoing practice, and this 

is a disempowerhg position as it limits leaming. 

As noted earlier, cultural tools not only mediate practices, but also the 

understanding we have about ourseIves. Wfien leaming is conceived of as 



part of systerns of relations withiu social communities, as Lave and Wenger 

(1991) stress, then the individual is not a solitary, abstract entity, but a 

m e m k  of a socioculturai community. As members participate in the 

activities of a community of practice, varying modes of participation are 

enabled by the systems of relations produced, and reproduced within social 

communities (Lave & Wenger, 1991). "Leaming thus implies becomhg a 

different person with respect to the possibilities enabled by these systems of 

relations. To ignore this aspect of leaming is to overlook the fact that 

Iearaing involves the construction of identities" (p. 53). 

The person in LPP is a "person-in-the-world" (Lave & Wenger, 199 1, 

p. 52), not ody constituted by/constituting activity, but defmed by, as well as 

defining, the relations of the community. Who the person can become, and 

the possibilities for participation in the community of practice are a fiuiction 

of relations that provide opportunities for the mernber to Vary 

locations/perspectives within the community of practice. In other words, the 

form that participation takes, gives access to understandings of what, for 

instance, a "nurse" is. In order to challenge the ways nurses think about 

themselves and what they do they must have opportunity to use various 

cultural t d s  thaî provide imaginable alternatives (Wertsch, 1991). One way 

to consider different ways of thinking, being, and acting is to look towards 

the sociopoiitical organization of the communities' practices. In fact, this 

process of questionhg is absolutely crucial for inaeasing participation in the 

practice (Lave & Wenger, 1991). However, as noted earlier, moving towards 

full participation in the comunity is not without conflict. The issues of 

transparency and sequestration underscore this conflict, because the more 

opportunities for newcomers to l e m  the meaning of the community's cultural 

tooIs/artifacts/activities, the more varied the ways newcomers have of 



understanding the community's practices, and their relation to it, and so 

diffèrent ways of acting within the community. Potential for thinking about 

oneself in different ways, and the different practices this creates, is tied to 

issues of powa and control, which positions newcomm in certain ways that 

either enable or constrain access to resources for learning/development in the 

community. 

Making Mstakes 

Juxtaposed against the ideas in some of the contemporary nursing 

literature regardhg aursing development that were presented earüer, the 

sociocultural approacti to development inâicates that thae is a dimension of 

nming development not accounted for in these texts. A sociocuiturai 

understanding of learning to nurse shows it to be not ody a matter of the 

acquisition of skilis, attitudes and knowledge, but how variously located 

newcomers to the pfacfice of nurshg corne to use specific cultural tools to 

participate in theù own development, and what kinds of activity these 

cultural tools mediate. Answering these questions would begin to show how 

leaming to nurse is a socially organized, tool-mediated practice. 

As 1 noted earlier, students agee that one important aspect of learning 

is mistake-making, as well as sharing these mistakes with others so that they 

too, can lem. The focus of this project is concemed with the talk of 

mistake-making in nming education as a mediational tool. Based on a 

sociocultural perspective the question to amwer would be, of course, how do 

newcomers, iike nursing snidents use the talk of mis-making to 

participate in nursmg activity, in pdcular situations? If use of this 

mediational means, and the meanings that it constructs, is a sociatly 

organized event, then îhe seumd question to answer would be, what 



sociocuiturai factors are at work in these various contexts? To m w e r  these 

questions would provide some clues to the sociocuitural nature of nming 

development. 



Chapter Three: Methodology and Methods 

Nursing Development fiom a Socioculturai Standpoint: Implications for 

Methodology 

r Jnitpf8nallrsis 

Alrnost everything that has been said about the sociocultwaî origins of 

development thus far, points the way for an interpretation of human action 

that is grounded in its socioculturai origins. Of utmost importance in this 

kind of interpretation is a focus on the person-acting-with-mediational- 

means. This is the Mit of anaiysis to which researchers interpreting action 

fiom a socioculniral standpoint would tum their atiention. By viewing all 

human action as mediated, interpretations of behaviour (like the talk of 

mistake-making in nursing education) can move away îrom a reliance on the 

individual performance, towards a broader understanding which focuses on 

how activity is socially organized. 

As mentioned previously, Vygotsky argued that the most important 

mediator of human activity is lmguage (Cole et al., 1978). More pointedly, 

Wertsch suggests that language should be considered a culturai tool, and 

speech, a fm of mediated action (Wertsch, 1998, p. 73). Thus, the talk of 

mistake-making among students, nurses, and instructors is a form of 

mediated action, and will be considered the unit of anaiysis for this project. 

To answer the question of how the talk of mistakemaking both 

constitutes and is cmtituted by social relations, another dimension of 

malysis needs to be intruduced into the investigation. James Wertsch (1991) 

uses the question "who is domg the talking" as a way of m g  Mikhail 



Bahktinls notion of dialogicatity, and its importance in understanding the 

sociocultural nature of speech as mediated action. 

The basic principle of dialogicality is that any utterance of an 

individual speaker is constnicted m response to voices of past, present and 

future, variously positioned speakers (Toohey, 1999, p. 18). This means that 

the utterance of an individual speaker has the characteristic of addressivity, 

that is, the utterance is a production of a listener who responds to the voice of 

a speaker (Wertsch, 1991). The notion that the voice of the speaker is 

directed at someone, suggests that the utterance is a "link in the chah of 

speech communication" (p. 52). Voices linked to, and responding to one 

another, means that utterances will always exist in a social context, and are 

thus, "joint productions" of at least two voices (Toohey, 1999, p. 19). One 

voice is the speaking subject, and the other voiceh are those to whom the 

utterance is addressed, who may be "temporally, spatially? and socially 

distant" (Wertsch, 199 1, p. 53). 

When an individual produces an utterance, it is a CO-creation. 

However, the utterance and the meanings it conveys, are not produced 

without stniggle and confiict. Wertsch (199 1) d e s m i  this contlict as a 

"dynamic tension" (p. 79), where the efement of authority in the spoken word 

suggests an exclusive interpretation that c m  be in confiict with alternative 

meanings that can be made. Dependhg on the sociocultural context, the 

utterance either e n t a  the "verbal conscioustless" (p. 79) of the 

speakediistener as an authoritative entity, or as a voice that cornes into 

contact with other voices, including the speakuig subject's, w k h  cm be 

appropnated, rnasswd and re-worked to serve the speaker3 intentions, and 

aeate new meaaiags. The speaker will comtmct their utterance depending 

on the social relations of the setting, which mclude the social positions of 



past, present and fûture speakers and Listeners (Toohey, 1999, p. 19). The 

form that the utterance takes positions students in ways that are either 

empowering, and lead to new ways of acting and king, or disempowering, a 

position where the old ways of acting, and being a nurse are recapitulated 

(Lave & Wenger, 199 1). Answering the question, "Who is doing the 

talking?" in investigating the talk of mi~takemaking arnong students in 

nursing education would bey in part, to investigate who the utterance appears 

to be addressed to, and thus explore the privilege of the audience, and so, the 

sociocultural nature of the activity. - 
This notion of dialogicality, sets the stage for Wertsch's (199 1) focus 

on the "speech genre" as the bdamental unit for analysis of mediated action 

(p. 144). Wertsch says: 

1 have focused on how utterances appropriate iypes of voices, 

specifically those that appear in the hm of speech genres and 

social languages. By focusing on speech genres as mediational 

means, one is constantly reminded that mediated action is 

inexbricably linked to historical, cultural, and institutional 

settings, and that the social origins of individuai hctioning 

extend beyond the level of intermental fiuictioning. (p. 144) 

Here Werstch speaks of social languages and speech genres as types of 

"utterances", which can be considered as mediationai means, Social 

languages are types of utterances associated with particular groups, and 

speech genres associated with certain situations (Wertsch, 1998). By 

categorizing individual's utterances as social languages or speech genres, 



Bahktm was abb to tie the speech event to particuiar classes of speakers (for 

example, professionals iike doctors) as in the case of a social language, and 

to classes of speech situations, as in the case of the speech genre (1998). 

Analyzing the utterance in terms of social language and speech genre means 

that speech is aiways associated with settings, groups or individuals (1998). 

Both the notions of dialogicality and types of utterances suggest that 

there are different levels of anaiysis to explore in understanding how 

accounts of mistake-making by student nurses both constitute and are 

constituted by nursing: the interpersonal relationships, the local setthg, and 

the broad cultural and institution context (Rogoff et al., 1993). These levels 

provide a way of looking at accounts of mistake making, that can result in an 

intepted sociocultural analysis of the conditions in which this activity 

arises. 

Analyzing the accounts of mistake making in different contexts (like 

student journals, in a post-practice seminar, and in nursing practice) helps 

point to which "voices" are priviîeged in which situations. Seeing how the 

talk varies or is similar across these contexts, will give an indication of the 

developmental processes at work, or in other words, the conditions that 

enable or constrain the development of student nurses. It is at this jmcture 

witbin a project such as this that the issues of transparency and 

seqyestration, and the associated concerns of authority and control expressed 

in the wiai relatio~ls of a commmity of practice can be expiicated. 



Grounded Theory 

While socioculturai theory provides basic methodological guidelines, 

grounded theory provides the specincity of methods to explore the accounts 

of mistake-making by student nurses. Grounded theory was presented by 

Bamey G. Glaser and Anselm Strauss for the h t  time in 1967 in order to 

counter a ground-sweii of opinion at the time, that qualitative research was 

not capable of "verification" (Strauss & Corbin, 1994; Streubert & Carpenter, 

1995). 

Ln presenting gmunded theory as a legitimate, mindiid approach to 

qualitative research, Glaser & Strauss detailed research methods whereby 

theory is generated by, and continuaily compared to empirical data, keeping 

the theory "grounded" in the natural setting (Streubert & Carpenter, 1995). 

By conceiving of a generai methodology that was grounded, the researchers 

showed that interpretatioas based in grounded theory methodoLogy could 

explain the theoretical gaps between theory, empiricaî data, and practice that 

characterized much of the research of the time (Strauss & Corbin, 1994; 

Streubert & Carpenter, 1995). 

In these e d y  formative times, grounded theory was used primanly by 

sociologists (Strauss & Corbin, 1994). However, because the method is 

basically "a way of thinking about and conceptuaüzing data" (p. 276), it cm 

readily be adapted by researchers to a variety of settings and phenomena of 

interest, and has been done so in such disciplines as psychoiogy, 

anthropology, education, sociai work and nursing (Stern, 1985; Strauss & 

Corbin, 1994). Not only has grounded theory been taken up by these various 

disciplines, but it has proved useful to both qualitative and quantitative 

researchers in many locations (Strauss & Corbin, 1994). 



As grounded theaty evolved, so too did its originators. Glaser and 

Strauss parted, each to take + a perspective on grounded theory slightly 

diffmt h m  the other (Ekins, 1997). Glaser believed that the work of 

Strauss & Corbin (1991), moved away fiom the fiindamental phciples of 

grounded theory to focus on "forceâ" conceptualization ratber than on the 

more traditionai " e m e r g d  of grounded theory (Ekins, 1997; Glaser, 

1992). hdeed Glaser's book E- vs. For- of Gr- - critiques Strauss's & Corbin's (1 991) approach to grounded 

theory. 

Glaser (1992) contends that Strauss & Corbin "force" 

conceptualization of their data by ushg coding procedures which result in 

concephial description of behaviour rather than the generation of concepts 

and their relationships that "explain, account for and interpret the variation in 

behaviour" (p. 19). Strauss' coding procedutes are, according to Glaser, 

faulty because of the "incessant and insistent focus on conditions" (p. 28). In 

this projecf however, the methods of grounded theory used are taken 

primady h m  the work of Strauss and Corbin (1990) precisely because of 

theu focus on "conditions". Conditions are of primary interest in any project 

aîtempting to explicate the sociocultural factors which comtitute human 

activity, Iike the talk of mistake-making, because it is the "conditions", both 

1d and distant, that detennine the relation between participants, and what 

is leamed 

Streubert and Carpenter (1995) assert that grormded theoty can be an 

important research method for nwsing because it encourages rich and diverse 

explanatim of himian experieace, and encoumges the development of 



middîe-range theories for nursing that can be empirically tested. The 

grounded theory method is an attractive approach for this study because of 

its' apparent "fit" with sociocuitural methodology. To demonstrate the 

cmistency between the perspective taken in this project and the methods 

suggested by "gcounded theory", a description of five features of grounded 

theory will be offered, and the intersection between these characteristics and 

sociocultural theory outlined. 

In using grounded theory, it is important to recognize that the 

researcher does not begin the project with a theory to be tested but is 

Uiterested in generating theory that is closely comected to, or punded in, 

the phenomena king studied (Streubert & Carpenter, 1995). This means 

that the researcher does not begin the project having doue a literahire search 

of the phenornenon being studied, or by establishing hypotheses to be 

confmned or rejected (Glaser, 1992; Streubert & Carpenter, 1995). in 

grounded theoty, hypotheses are generated fiom the systematic analysis of 

the data, and verified by cornparhg them to data within the project; in this 

way a theory is "emergent" fiom the phenomena under study. 

That the grounded theorkt isn't, or shouldntt be, primarily interested in 

existing theoies concerning the phenomena prior to engaging in the analysis 

of data, isn't to sa. that the researcher isn't "theoretically sensitized" (Strauss 

& Corbin, 1990; Streubert & Carpenter, 1995). This meam that the 

investigator does bring to the study a perspective, or "an ability to give 

meaning to the data" (Strauss & Corbin, 1994, p. 42), which is derïved from 

reaâings about theory, as weii as professional and personal experiences. In 

this project, for example, a sociocuitural perspective will be one of the main 



ways the data will be viewed and made sense of. In addition to this, 

experiences as a working nurse h the acute care hospitaî, and as a nursing 

instructor working with students in the classrmm and acute care practice 

settings bas, and likely will, idluence how the data is viewed, what questions 

are asked, and which meanhgs are generatd 

This focus on "theoretically sensitivity", is consistent with a 

sociocultural view on the production of reseittch, which points to the research 

endeavor itself as a form of mediated action, embedded in social, cultural, 

and histoncal processes (Chaiklin, 1 993; Rogo ff et al., 1 993). Indeed, 

tracing the historical origins of social science shows it was Francis Bacon 

who emphasized that the search for knowledge, and the purpose for doing so, 

were never a result of a single investigator, but the outcome of an organized 

group of researchers publicly and privately funded, whose research was 

justified by it's potential to improve the cornmon good (Chaiklin, 1993). 

Grounded theory, as a research method, fits well with a project that 

seeks to understand the sociocultural processes Uivolved in the discourse of 

mistake-making in nursing education because grounded theory is concemed 

with the discovery of the dominant social processes present in human action 

(Strauss & Corbin, 1994; Streubert & Carpenter, 1995). 

"Process" is described in grounded theory as a way of giving "life" to 

the data by lmking at instances of human action, and linking them together, 

through careful analysis, to form a series, or process (Strauss & Corbin, 

1990)- The process, as it evolves h m  analysis of the data, is the "stage4 

patterned, pervasive, and finidamental social processes in the research 



domain which enable maximum explanatory grip to be obtained on the datat1 

(Eh, 1997, p. 48). This is how a grounded theory is deveioped. 

Similady, taking a sociocuitural perspective to investigate some 

problern presupposes that the phenomenon in question is a mediated event 

havhg social, cuitUrai and historical roots, suggesting that there is a process 

for the investigator to uncover. Language, king the primary mediator of 

human action provides the clue to this process. Moreover, as different 

cultural tools like language are introduced into practice, so too, does human 

action change as language and activity are mutually constitutive. These 

instances of change are generaüy accompanied by confiict, signaling some 

transformation in action, and leaming (Wertsch, 1998). Burke characterizes 

these points as "dialectical tensions" (as cited in Wertsch, 1998, p. 13), 

which can be brought into view, analyzed, and interpreted according to the 

sigdicance these "contradictions and conflicts" have for development of the 

phenomenon in question (Chaikliu, 1993). In order to bring forth these 

inconsistencies in the talk of mistake-making by student nurses, one would 

need to look at the phenomenon in different setthgs, loriking for similarities 

and diffaences in the discourse. Similarly, Strauss and Corbin (1 990) note 

that "process" evolves in grounded theory when it is built into the analysis by 

noting how action changes, stays the same, or regresses in the face of 

changuig conditions (Strauss & Corbin, 1990). 

One M e r  point about the notion of process in gmunded theory 

methods of research, is îhat to be genuinely temed a prwess, there should be 

at least two dear "stages" that dflerentiate, and account for the variations in 

patterns of behaviour (Elâns, 1997). For instance, EEcints study of 

transvestitism as 'male femaling", utilized a grounded theory approach which 

resulted in identrfying five stages or phases in which "male femaling" 



progcessed, starting with "beghhg femahg" and moving through to 

"consolidating femahg" (p. 2). What emerged Erom the data was a definite 

"trajectory" of development, or a career path of "male femaling". When 

undertaking an explanation of process, like "male fmaiing" or speaking of 

mistake-making, the analyst needs to vil out the conditions that either move 

the process "forward, backward, upward or downward" (Strauss & Corbin, 

1990). In Ekin's (1997) study, the career path of "male femalingt' was 

explained in t m s  of six conditions emerging fiom the data: the three modes 

of femaling, body femaling, erotic femaiing, and gender femaling, and the 

concepts sex, sexualitty and gender (p. 54). Accordingly, to develop a 

"trajectory" of the development of student nurses from a sociocultural 

perspective, would necessitate the exploration of the conditions and functions 

related to the development of the particuiar fom of discursive cornpetence 

used by nursing students to speak of their mistakes. 

of 

From a sociocultural standpoint, the conditions/fùnctions that give rise 

to talc of mistake-making by students in any one setting emerge by exploring 

the production of the discourse at different levels, including the social, the 

local setting and the broader culturavhistorical and institutional setting. in 

this project Bahktin's notion of the utterance wiii be used to guide the 

analysis of the talk of rnistake-rnaking so that the conditions and fùnctions 

operating in these various settings wi be explicated. Strauss and Corbin 

(1990) suggest an anaîytic id, the "conditional matrix" which helps to 

"map" the "conditional features" of action, as they are uncovered at the 

various levels, or settings (p. 161). 



The "conditional rnatrixl1 mode1 envisions a series of concentric circles 

surrounding the centre, the activity of interest (Strauss & Corbin, 1990, p. 

161). The innermost circle represents the level of analysis most central to the 

activity of interest, the indiMduaVagent. The outermost circle represents the 

level most distant h m  the action, for example, the historical context. It is 

the job of the researcher to "fill in" the specific conditional features of each 

circle, or level, to see how diese conditions pertain to each levei, and have 

relevance to the phenomena under study (Strauss & Corbin, 1994). At this 

stage, the researcher working from a sociacdtural perspective would be 

looking for how the accounts of mistake-making both Vary, and are similar 

across levels of analysis, and how the crinditions h m  which these accounts 

mise are related. Grounded theory provides the methods to achieve this 

explmation through careful attention to the data and "constant cornparison" 

of these conâitions across levels (Strauss & Corbin, 1990, p. 167). It is by 

cornparhg across levels of analysis, that the path or "trajectory" of 

development can be traceâ, and vetified 

The primary goal of grounded theory methodology is the development 

of theory. Similarly, sociocultural approaches to research strive for 

explmation of a phenomena rather than a description of it. To simply 

describe what is happening, would be to c d  up the relationdways of 

speaking that the researcher is seebg to explicate. Dorothy Smith (1990) 

puts it like this: 

There is no way in which a description of a particular setting 

can be written or spoken without that king in fiindamental and 



essential ways determineci by the social organization of the 

setting. The social orgaaization may not be descriid as such. 

Whatever it is that is king describe may not be adequately 

d e s m i  But the social organizatim of the setting is 

necessady present in the description in what the describer 

knows how to des& (p. 108). 

Essentiaiiy, Smith is m a h g  the point here that to rely only on description of 

the phenornenon would be to invoke utteraces present in the discourse, and 

leave the origios of such talk unexplored. 

Gmunded theoiy provides the speeinc method for generating theory, 

an essential feature of which is "the constant comparative method" involving 

the simultaneous collection, coding and andysis of data gkins, 1997; 

Strauss & Corbin, 1994). This careful attention to the data helps to achieve 

the conceptuai density required for the generation of a theory that is 

grounded. Again, the coding, categorizing, and analysis of data wüi be done 

in this project through the lens of Legitimate Peripheral Participation (Lave 

& Wenger, 199 1). 

Because grounded theory is a general method of investigation enabiing 

the researcher to engage in the analysis of data using a lem tinted with their 

own "theoretical sensitivity", the resulting interpretations will be unique to 

the researcher (Stern, 1985; Strauss & Corbh, 1994). "Unique", in the way 

it is king used here, may not be a t e m ~  often used to desmi any activity, 

including the production of a research report, fiom a sociocultural position 

because ofthe term's ceference to the individuai. Notwithstanding this, any 



bterpretaiim using grounded theory methods is likely not replicable, but is 

diable, and may be usefûi to predict (Stern, 1985). 

A grounded theory is reliable to the extent that it "fits" the community 

fiom which it evolved - an important criteria for judging it's usefulness 

(Stem, 1985; Strauss & Corbin, 1994). The fact that the theory is 

"grounded" in the data should result in participants in the community of 

practice confirming that this, indeed, is how things are for them (Stern, 

1985). In that the theory developed is able to speciQ that this indeed is what 

happening in this context, under these conditions, then the theory can be used 

to predict that certain consequences will occur, ifsimilar conditions are 

present (Stern 1985; Strauss & Corbin, 1994). 

r 2 . a b m s  
In a grounded research study alrnost any type of data, including 

interviews, observations, documents, video and audiotapes can be used. 

Most grounded theory studies wili include a collection of this kind of data 

(Strauss & Corbin, 1990; Streubert & Carpenter, 2995). in this project a 

varie& of data sources are used, but essentially it is the talk of mistake- 

making present in these various contexts whkh are of utmost concem. This 

focus on the utterance as the prirnary "clue" to the origins of the discourse is 

atientive to the notion that rather than the data source king integral to the 

project, it is the "source" of the data, fkom the sociocultural perspective, that 

is the c m  of the matter in generating theory. This attention to the "source" 

of the data ensures that any theory generated about the relation of learning, 

and the talk of m*stake-making, points to the conditions which constittute, 

and are cmtituted by, the talk. 



Research Methods Used in this Project 

Ethical appval for this project was obtained fiom alî the institutions 

involved including the University, the coilege and the hospital. This ethical 

approval included the participation in student senhan, collection of student 

jomals, observation of students' work in the practicum setting. Ethical 
Invol- . . 

(Canadian 

Nurses Association, 1994), was an important guide for the ethical 

implementation of research methods used in this çtudy. Fieidwork for this 

project began in the Spring of 1996. 

1 provided a "Research Information Sheet for Participants" to the 

nursing students involved in this study. This included information on the 

work 1 was doing, what 1 hoped to accomplish by parbcipating in their 

practice with them, and how participants could access the work 1 was doing, 

and the finished product. 1 stressed at this time that their participation was 

entirely voluntary and they couid chaose at any time to withdraw fiom the 

project. Issues of how 1 would guarantee anonymity and confidentiality were 

presented and discussed. Because king a nursing mstructor working with 

nursing students presented a conflict of interest in this project, 1 assured the 

participants that 1 would not be participating in any form of formal evaluation 

of their practice, however 1 was obliged to ensure that patients were provided 

comptent and ethical care. 1 also provided information on who participants 

could register a cornplaint regarding the project to. 1 obtained the informed 

consent of the participants foiiowing the guideiines of the Canadian Nurses 

Association (1994). One of the nursing students declined to participate. 

As descriid earlier, very early m this investigation 1 asked a group of 

ten nursing students with whom 1 had been wcirkllig as a nursing instructor, 

and who were nearing the completion of their nursing studies, to spend some 



time talkhg about what they considered to be most important in their nursing 

development. Participation in this foas  p u p  was entirely optional. The 

group of ten students divided themselves into two groups of five, and 

recorded their conversations on audiotape. These tapes were transcribed, 

word for word, and each speaker was identified by a pseudonym to provide 

confidentiality. The transcripts fiom the two groups were then coded in the 

manner of the grouuded theory methods suggested by Strauss and Corbin 

(1 990). 

As 1 continued my studies, and while working as a nursing instructor, 

1 continued to reflect on what students' had spoken of as important to their 

development, and M e r  conceptuaiized the transcripts based on these 

experiences. I then decided to lodc for traces of the talk of mistake-making 

in the work students were doing with their nursing instructors by attending a 

series of nursing practice seminm. 

My work with the students and their instnictors occurred at a tirne 

when the students were consolidating their practice, working in the hospital 

with their nursing instnictors. During this practice expenence students 

typicaiiy choose, or are assigneci, a p u p  of patients to work with on one 

nursing unit the day before they begin their scheduled practice. To ready 

themselves for the following days, the students introduce themselves to the 

patients, and have a brief discussion with them about their concems 

regardhg their hospitaiization. The students gather information h m  the 

mediça1 charts and kardexes tbat, in addition to their conversations with 

patients, help them to fornulate a series of wncems to guide their nursing 

work. They are assisted in their work by both nursing instnictors, and nurses 

working on that unit. At the end of each day worlung with their patients, the 

nursing students attend a pst-practice seminar with their instnictor. This 



seminar cm Vary in length, but usually is about one hour. Occasionally 

other healthcare workers are invited to participate in the discussion of 

particular issues or problems. 

As part of the practice experience, students were required to submit a 

journal to their instmctor each week, detailing the work they planned to do, 

and did do with their patients, and a general reflection on their practice. 

Twice during this practice experience the students also submitted two stories 

of their nursing experiences as part of their journal. At the end of a total of 

five weeks the students spent in their practice experiences, 1 collected their 

journals. Of the journais, 1 1 of 16 stories spoke of errors, and these were 

transcnid. The journais were returned to the students. 

My work with the students and their instructors included attending five 

days observing the work of nursing students working on an acute care 

nming unit, and attending six post-practice seminars. Ethical approval for 

this obsewation period was obtained tiom the hospital. 1 spoke with the 

nurse manager of the unit, and provided a written explanation of the purpose 

of the study to the nursing staff. Opportunities for the nursing staff to meet 

with me to M e r  discuss the project, and any concerns they rnight have, 

were provided although no one accessed these occasions. As I. observed the 

students doing their work 1 considered myself, and explained to the 

participants, that I was a participant-observer, working alongside the students 

as other nurses would. In the seminar 1 observed only, and didnt participate 

in the discussion. 

Mer each day attending both practice and seminar 1 m e  extensive 

fiehotes. 1 declined to use a tape recorder m the seminar sessions because 

at this point my understanding of how toob mediate activity led me to decide 

that the presence of an audiotape would alter the discourse. Of course, my 



presence as a researcher would also alter the discome as participants 

considemi me an addressee of their speech. At the end of the time 1 spent 

with the participants, I gave each a copy of al1 the fieldnotes so that they 

c d d  make changes ifthey felt 1 had somehow misrepresented events. An 

envelope was provided for the participants to mail back the fieldnotes- One 

üaascript was retumed, and changes incorporated into the original text. 

F M y ,  a small group of five students volunteered to discuss the results 

of this project. Informed consent was obtained as it was with other 

participaab. This group met for approximately one half hour where the 

results of the project were descriid, and the students asked tb comment 

whether they thought it a reasonable explmation for mistake-telling by 

nursing students. 



Chapter Four: Speaking of Mistakes 

Speaking of Mistakes in Schwl 

Finding evidence of students speaking of errors has not been difficult. 

in pst-practice seminam, and in the journais that each student submits to 

their nursing instnictor, studentts speak of mistakes that they, and others, have 

made. Students speak of such mors as administering medications, 

documenthg awing cm, and making poor nursing judgments. However, 

focushg on talk where students speak of their own mors, from a Bahhiniari 

perspective on the utterance, begias to uncover the various "voices" involved 

Ui these accounts. 

When speaking of the mistakes students make in their nursing practice, 

they are speaking in seminar to their fellow nursing students, and their 

nursing instnictor who has worked with them, caring for patients that day. 

Writing about these in theh journai, the audience becomes solely the 

nursiing iastructor. in both cases, when nursing students speak and write 

about theu mors, they speak about themselves and the Iessons they have 

l e d  in making that particdar mistake. 

Typicdy, when students speak of errors they have made, they talk 

about how îheir nursing practice in the hospita1 compares to what they have 

learned in the nursing c lasmm or lab. For instance, one student speaks in 

seminar about failing to raise the bedrails for a patient, for a second t h e .  

Learning to raise bedrds for ciients who are Milnerable to faliing out of bed 

is an important lesson students leam m classroom/iab kfore caring for any 

patients. Another student speaks of failùig to fohw the des that guide 



documentation of nursmg care in a patient's chart, recalling that a nurse 

should record d y  what he or she has done. By recording the heart rate the 

nurse measured instead of the heart rate taken by herself, the student 

connnitted w error. In t a h g  in seminar about failing to adminlster a 

medication scheduled to be given to a patient at 08:00, a student talcs about 

the checking the patient's medication kardex more carehüy. This kardex lists 

ail of the medications thaî a patient is ordered, and at what t h e  these are to 

be administered by the nurse. The student talks about making sure to check 

the kardex twice to ensure the right medication is given to the right patient at 

the right the. This is somethiag the students have leamed prior to 

administering medications. 

Simiiarly, students writing stories to their instructor speak about the 

niistakes they have made in pmtice, focusing on what has not been done 

according to the lessons leamed in the classroom and lab, as a way to account 

for the error. For example, Donna writes about simply forgening to give a 

medication: 

Overail I had a vecy bad week because dot of t h g s  went 

wrong. First of all, on the h t  day 1 forgot to give my 14:00 

me&. Luckily only one of my patients needed medication at 

that tirne. 1 didn't even know 1 had forgotten untilI got home - 
there was a message waiting for me fkom the hospital. 1 phoned 

the hospital right away and found out 1 had forgotten to give 

Coumadin! I coulân't believe 1 had made such a stupid mistake 

- what a way to start off! I am very carefùl to double check the 

med times in the morning now and 1 make sure to check them 

again before 1 leave for the day. 



Kate writes about documenthg nursing care on the wrong chart: 

1 decided to chart the residentis vital signs. The problem was, 

both of the residents 1 had, their names started with "E". 1 

gcabbed the wrong chart and charted the wrong vital signs in the 

wrong person's chart. FRUSTRATING!!! One more mistake. 

Ma* 1 shouid just quit nursing now??!! This is how 1 was 

feeling. 1 just wondered how 1 could make so many "stupid" 

mistakes in one day and how incompetent I could be. I thought 

that 1 was a danger to the residents. I was glad the day was 

over. 

Another student, Penny, writes about n icbg  a patient when cutting 

fingeniaîls, and that in this case the mistake occurred because the studeat 

failed to soak the fingernails fmt. 

When students in the focus group met to talk about what was 

important in theu development of a nurse, and began to talk about the 

importance of talking about their mistakes, they too began to recount their 

mistakes, and the lesson learned, to the others in the group. One participant 

talks about a specific lesson learned: 

Now the next mistake 1 made, the other one was the medication, 

I didn't know there was a second shed there and 1 missed that 

rnedicaîion; now we al1 learned dots that day. Nobody had told 

us that the dots on the meâicaîion sheet meant Merent things. 1 

mean, the guide was on the fiont of it but we never looked at it, 

and it had aever been pointed out, and that 's the way it sounded 

when we talked about it in class, remember that? The yeiiow 



dot. If you've got a yeiiow dot on your med sheet it means there 

is another sheet behind. 

It appears that the account of an error made, becomes a re-telling of 

some pcevious lesson leamed in the nursing classroom. For instance, one 

student speaks of failhg to follow the principle of always raising the siderails 

of the bed, and another Writes offailing to follow the rules for documenting 

client care. However, not only are the students' accounts of their tnistakes a 

re-tehg in the sense they are a repetition of lessons previously leamed in the 

classroom, the accounts are also re-tellings because students tell their story 

multiple times. 

The students' h t  account of their error begins in the practice setting. 

When a mistake is discovered in practice, whether by the student, the nurse 

or the instructor, there is some discussion about the mistake between the 

student, perhaps the nurse, and the instructor. Depending on the type of error 

made, the student will need to document this error on a special hospital fom 

used to report these errors to the hospital administration. When speaking of 

the mistake in seminar then, it is likely the second or third instance of 

describing the error, after the verbal and written forms occurring in practice. 

When the student goes on to talk of the same mîstake in theu journal, which 

they alrnost always do, this can be the fourth account of the same error. 

Evident in the processes involved in these multiple teüings are thtee stages of 

development: the stages of contrition, resolve, and resistance. 

As students enter into telling the story of their mistake multiple times, 

bey fint move fiom the practice setting where they are the "reporter" on the 



officid hospital form, to speakirig of the mistake in seminar, and Wtiting 

about it in the journai. This process ensures that the error, and the student's 

mie in it (fading to apply the lesson leamed) is exposai to peers and to the 

instnictor (again and again). However, as students' mistake-tebg moves to 

the seminar and journal, the studentst tone changes h m  a matter-of-fact 

reporter chronicling the event on the hospital form, to speaking remorseMy 

and shamefûily of the mistake, and thus the account of mistake-making 

becomes an act of contrition. 

This account told by Emma, a student taking in the focus group, both 

shows how mistake-mahg moves from îhe practice area to be recounted in 

educatiod settings, and how remorsefhi the student becomes in this setting: 

Emma: What happe& to me Iast week when 1 made that 

medication error, and I just immediately, as soon as 

a realized, 1 told my RN and then went to find [the 

mstructor] and telî her nght away. 1 had no qualrns 

about doing rhat. And Ne instnictor] was so 

supportive. At kast it was only a small amount of 

autiiiotic, but it just opened my eyes. It was one 

heu of a teamhg experieme. 1 mean even though 1 

did al1 my checks - you do your checks but you 

don't really look, like you look, but you don? really 

rad. And it reaiiy opened my eyes. 

Smiilarly, another student, Kate, writes a jomal entry recahg 

an emr, writing with a sense of shame at having committed such a mistake: 



1 was doing my assessment and then had to leave the room to do 

something else. 1 guess in all the fbss, I lefi the bedrail down on 

one of my residents. 1 was in total shock and fear when [the 

instnictor] told me she had been ùifomed by another nurse that 

this had happened. 1 was in total shock because 1 don't 

remember doing it - obviously , or 1 would not have done it. the 

other feling I had was fear. What if one of my residents had 

fallen out of bed and injured themselves? 1 would have been 

devastated. 1 was devastated even though this did not happen. 

Kate speculates " What if one of my residents had fden out of bed and 

injured themselves? 1 would have been devastated. 1 was devastated even 

though it did not happen. I kept ashg myself how I could have done this?", 

leaving those who are the audience of this account with no doubt about the 

regret this student feels for having left the bed rail down. 

The tone of regret in Kate's and the other students' stories presents the 

students as contrite to their feiiow students and the Uistnictor. When 

mistake-tehg becomes an act of contrition, the students p m a y  themselves 

as the sole source of the error. 

This focus on the self as the studeats tell their stories of making 

mistakes is evident in almost all of the accounts the students tel in the 

semina-, the jomals, and as the students tak about making mistakes among 

themselves in the focus groups. Whn the students write, and speak of their 

mors Iike this they become both the subject and object of the account. 



For instance, when Emma talcs to others in her focus group about 

making a medication error and imrnediately going to the instructor and the 

RN to report herself, she gives very little detail about what actually occurred. 

For instance, did Emma give the wrong antibiotic to the wrong person, or did 

the student give the wrmg dose of antiiiotic to the right person? These are 

important questions to ascertain in the practice setting because the answers 

will determine the course of action to be taken. For instance, if the antibiotic 

was given to a patient who had an ailergy to that medication, then an 

antihistamine would likely be given. in re-telhg the event Emma chooses 

not to speak of this aspect of the mistake, but focuses on her own inability to 

look and read the medication order properly, and then on the actions she took 

to report her error to the RN and the instnictor. 

In the account by Kate, although she writes about the "fuss" occurring 

in the room, this clearly is not the focus of the account. When the bedrail is 

bfi down Kate says remembe~g to raise the bedrail "is such an easy thing to 

remember". The "easiness" of the correct action to be taken in this case, is 

simply to "rernember". Focusing on ones memory as the source of the error 

turns the explmation for the error away tÎom the "tùss" occurring when the 

bedrail was lefi down. Positionhg oneself as totally responsible by way of a 

poor memory is achieved by failing to consider the context in which the error 

occurred. What "fuss" was going on? Could it have been that the resident 

was disoriented and restless? What type of becirails did the bed have? If they 

were split rails, then if the client is disoriented the rail towards the bottom of 

the bed is left down to prevent the resident climbing over the top of the rails 

and injuring themselves. In a sense, leavïng the bottom rails dom aUows the 

client a safer way of escaping the bed. Instead of this way of recounting the 

event, where the student seeh an mterpretation of the event that moves their 



nursbg practice fmar4 the snident focuses on tslkmg about feeling 

"devastatedm at having d e  this mistake. 

In seminar, the students who speak of their mistakes, again, use the 

themselves as the subject of their accounts. The student who speaks of failiag 

to give a medication scheduled for O8:00 taiks about the mistake using herself 

as the subject of the acount by tallsng about her fdure to w h e c k  the 

medication kardex. In the one instance where a student speaks of fading to 

foilow the d e s  that guide documentation of nursing care in a patient's chart, 

the subject of the account is the student and her short-comings. 

By speaking of mistalces using themselves as the subject of their 

accounts, nursing students enact a process of public self-renunciation in 

temg their stories. The publicity of the rnistake, and the student who 

c o d t t e d  the emr, is most evident in seminar and the focus group, 

however, the form is simila in the written accounts. Mistakes in these 

se-, using the fom of a self-telling, foregrow1ds the individual as the 

sole saurce of the error and fails to take into accaunt other ways of making 

meaning of the event. 

When students' accounts of their errors are sîructured in such a way 

that the subject of tbe accnints are the students themselves and their short- 

canin@, then the mistake-tehg becornes an activity which fails to provide 

access to important, meaningfid nursing practices, and perhaps new leaming 

foc the snidents. Tbese aitemathe un&rstandhgs of the event remah 

unaccounted fot in many of the students' stories. 

The story tdd d e r  by Doana, the student who forgot to give 

Coumadia at 14:00, and was phoned ai home by a nurse, is an example of 



how meaniiigs become obscured when the account of the mistake becomes a 

self-tebg. For instance, does Doma know why Coumadin is given at 14:OO 

or why the nurse at the hospital called the student at home, rather than 

waiting for the student to retum the foilowing day to talk about the mistake? 

In this instance, the dose of Coumadin was king ordered accordhg to 

a âaily blood test measutiag the patient's blood coagulabiîity, or it's ability to 

clot. Coumadin is always scheduled to be given at 14:00, rather than the 

reguiar time of 10:00 because of the the  it takes to receive the result of the 

blwd test, phone the physician for the new order of Counadin, and obtain 

this medication fiom the phannacy. There is no indication in the student's 

account of the error that the student understands this process. 

Coumadin is an anticoagulant, thus inhibits the clotting process. The 

nurse caring for tbis patient aiter the student left for the day noted that the 

Cwmadin had not been signed for, an indication that it had not been given to 

the patient. The nurse did not b o w  if the student had given the Coumadin 

and forgotten to sign for it, or, if the patient did not receive the Coumadin. If 

tbe nurse assmed that the Counadin had been given and not signed for, and 

not given the medication, it is possible that the patient would experience a 

blood clot. If the nurse assumed the Coumadin had not been given, and gave 

the medication, it is possible that the patient could receive a double-dose, and 

experïence bleeding. This is why the nurse calied the student at home. 

However, fiorn the student's account of the error it is difficult to know 

whether the student understands the reasons why the nurse decided to c d  the 

student at home, other than to simply teil the student that an error had been 

made. The self-telling mediates a different way of knowing about this 

incident, that doesn't provide access to any new learning about Coumadin and 

the nming judgments associated with adminïstering this medication. 



Similady, Kate, a first-year nming student wriies a journal entry about 

fahg  to take vital signs when a patient with a long history cardiac disease 

feels unweli: 

1 find myself doing physical assessments naturaiiy, but 1 think 1 

still need practice when asking questions. When S.W. was not 

feeling weli the second day, I asked him if he was feeling sick. 

He said yes, then 1 asked him if he was going to be sick. He 

said no, but 1 wasn't sure what to do d e r  that. 1 went and got 

the nurse and told her what 1 saw and what he said. Now I 

realize that I couid have taken his vital signs immediately and 

probably asked him more questions about this condition. I think 

that 1 got scared and thought he was dying! Honestly, it did 

scare me. 1 h e w  that he was a "no code", but 1 thought that 1 

did not have enough expertise to decide what to do (obviously!). 

Afier that 1 tried to take his vital signs fiequentiy - about every 

hour and 1 tried to let him rest in between. 

As ihis student wites the journal entty, the story begins to take shape as a 

remorseful self-teMing. In this case the student graduaily aligns the 

understanding of the error (not asking enough questions) to that which the 

nurse has suggested (taking the vital signs). The kind of practice the student 

hints at, one where dialogue with the patient about their concems drives 

nursing actions, is left behind in the account. Mat the student chooses to 

emphasize in the journal are the actions that have becorne meanjngfül in the 

situation - the vaal signs - rather than the potential didogue the student 

referred to when beginning to recount the event. Was, for instance, the 

patient experiencing angina or nausea? Without knowing what questions to 



ask in this situation, knowledge that could guide nming actions when 

working with patients coping with cardia disease, who are "no code", are 

lost. As the student constnicts the re-telling as a remorsefid self-tehg, an 

opportunity to develop sound nursing judgments and actions in these kinds of 

situations remains unexplored. Particulariy interesMg in the accou. above, 

is how the discourse changed the stuâent's practice. The student talks about 

taking the vital signs of a patient who is a "no code", "frequently". But this 

action is excessive, if not paradofical, when working with a person who has 

wished for a dignified, quiet death, and indicated this through theù choice 

not be rescucitated. During the time that practice was observed in the 

hospital setting, there were several patients who were "no code". On 

occasion nurses would take the patient's vital signs, but never "frequently". 

The goaî of their care was not to monitor the client's death, but to provide 

cornfort, peace and dignity in the prwess. 

When mistake-tehgs are self-tellings, meaning is hidden because 

alternative ways of howing and doing nurshg becomes obscured. in the 

example cited earlier, a snident in saninar taks about failing to document the 

heart rate according to the niles about charting, and again an important 

conversation about nuning practice is obscured. Interestingly, nurses oAen 

document the readings that maches designed to measure heart rate and 

blood pressure provide. This seems odd, when a machine can, in a sense be 

relied upon, yet when it cornes to documenthg a measurement obtained by 

another nurse, we need to hear and count the heart rate for ourselves. One 

also has to wonder where the patient's own skillfulness at seK-administering 

their Digoxin at home goes upm entering the acute care hospitai, and 

submitting to the kinds ofpractices nurses must engage in to "account" for 

themselves. However, students seem unable to engage in these h d s  of 



critical critiques of nmhg practice when mistake-tebg takes the form of a 

self-tehg 

When students organize their discourse of mistake-making as a self- 

evduation, rather than the activity itself king the primary concern, t h  

other ways of knowing, k i n g  dohg nursing is those situations remains 

hidden beneath the dismurse. Discounthg these other ways of making 

meanhg of aursing practice actuaily works to b i t  the possibilities of taking 

action in thet particda instance of nursing activity. Mistake-tellhg creates a 

constraint oo the student in their ability to practice in the way that more 

experienced nurses, who have access to howledge required to act in that 

situation, do. 

v 
Once students' accounts of mistakes are framed as an act of contrition 

by self-telling, the studeats then go on to taik about what they shouid have 

done differently. As noted earlier, mistake-telings become re-tellings of 

lessons learned in school. These re-telhgs, however are accompanied by a 

cornmitment by the studenîs that they wdl, indeed, do better next the. 

For instance, when the student talks about the error of documenthg the 

pulse that the nurse measme4 the student then begins to talk about what will 

be done bettet next tirne. In this case, the student talks about the error of 

documenthg something that another nurse has dorie, and how this practice 

does not meet the legal requirements of charting nursing are. In other 

words, the student expresses that the next time the legd requirements of 

documentation wiIl be followed. When the student who talks about haMng 

left a bedrail down speaks in seminar the resolve to do better is expressed 

when the student states that it will never happen again. 



This same pattern is repeated in students' mistake-telling in joumals. 

The student who talks about forgetting to give the medication Coumadin at 

the scheduled t h e  of 14:W concJuâes the story by saying, "1 am very careful 

to double check the medication h e s  in the morning now, and 1 rnake sure to 

check them again before f lave for the day". Amher student who has 

forgotten to give a medication shows the cornmitment to do better by writing 

in their journal "l'm pretty sure Ili  never forget to give a med. You should 

see how many tirnes 1 go to the med kardex on third fIoor to make sure 1 don't 

miss anythuig". In the account of nicking a resident's skin the student says 

"I'm never cuttiag anyone's fmgemails without soaking them fust". in the 

instance where a client said they feh unwetl, and the student condudes that 

what should have been done was to take the patients vitai signs, instead of 

asking questions, the student writes "Now 1 r e a k  that I c d d  have take his 

vital signs immediately, and probably ask him more questions about his 

condition" + 

In one instance, a student uses the genre of mistake-tehg to construçt 

an account with a hospitai visitor as an error: 

Iri was my second &y on acute. 1 was reminded of the visiter's 

perspective and how scary hospitals might seem for them. 

Towards the end of the shift  a visitor approached me for the 

r m  number of particular patient. However, then she reninied 

and said he was ahid of ûow he'd react should she wake bim. 

She almost seemed to be seeking permission to go in and do W. 

1 remember diinking that her fear was legitimate and agreeing 

that visiting fiiends m hospial is o h  fkightening. However, in 



retrospect 1 might have inquired more regarding her fear before 1 

let it convince and overtake me. 

What begins as an insighttid story about the uncertainty that visitors can 

exprince in a hospital, ends with the student's declaration that what shouid 

have been done in this situation is to inquire more about the visitor's apparent 

fear. By ending the story with a resolve-to-do-better statement, the meanhg 

of the story changes h m  that of an interesting observation regardmg visitor's 

uncertainty and fear to a story of student error. 

Similarly, a student in seminar spoke of working with an older woman 

who was physicaliy able to care for herself, but o h  couldn't take action 

because she couldn't decide what to do next. The student stated that working 

with a patient like this can be just as difficult as working with a client who is 

bedridden and requires total nursing care. The student ends the conversation 

with saying that what should have be done was to give the physicaiiy able 

client more specific directions in getting dressed. 

Here the students enact the stage of resolve by constmcting otherwise 

interesting experiences into stories where the students end by presenting 

themselves as havhg committed an error, even though at times no obvious 

ermr has been made. Tbis is accomplished by inserthg the resotve-to-do- 

better statements at the end of the story. Without these statements each of the 

above accounts can staad on their own as stories that provide opportunities 

for the participants to enhance their understanding of others, and explore the 

implications these understandings could have for nursing practice. It seems 

that on occasion studenîs use the genre of mistake-telling for situations that 

may not be generaiiy recognized as errors, to show their detemination to be 

better nurses. 



Wben the students talk in focus groups about mistalces king important 

to their development , they, too, show theu determination to be better nurses: 

Laurie: Itm thinking about when 1 gave that guy his 

discharge sheet. 

(everybody laughs) 

Laurie: 1 had to go get it. Now I'U never forget th&. It 

was this semester. 1 was supposed to copy a 

discharge planning sheet and I gave him the 

original and 1 had to drive to his house-t 

didn't have to-1 volunteered to drive to his 

house md get it. 

Not ody does this student show her resolve to do better by saying "Ili never 

forget th&, but demonstrates her determination to do right by teiiing the 

story about actuaUy going to the patient's house to coilect the document that 

the patient had been given by mistake. 

In this next excerpt, the students in the focus group discuss the 

importance of pawg attention to patients' knowledge regardhg their 

medications: 

Mary: 1 was pourhg my meds up, and you know, you 

end up putting them ail in one cup right? 

Laurie: Right. 

Mary: 1 go take it to her, and then she says, "Weil 1 

want to know which one is which". lin going, 

weil this one 1 know for srire, so 1 dumped the two 

and one half tabs, and she took it. Then she telis 



Laurie: 

Mary: 

Jenni fer: 

Mary: 

Mary: 

me which she takes, and 1 Say, "WeU Ill just go 

back", and grabbed the dmg card out and matched 

them up, and one 1 found out she takes one every 

other day, so she hasntt taken it because she was 

well aware of her dnigs. 

Right. 

And likely that was my mistake that she caught. 

It was a g d  thing she knew her me&. 

Well, you know it was the same thing with this 

older guy, he says, "Gee 1 usually have 

a little tiny pilî with it". 

They might not know what they ail are, but the 

red one and the blue one. .. 
(everyone laughs) 

So this is taking into account what they know. 

As Mary says, if they continue to take into account what patients know about 

their medîcations, medication mors wiil (and have) been prevented. in both 

Laurie's and Mary's stories the resolve to do the right thing is expressed, and 

in Laurie's case, she recounts her efforts to do even better than simply 

rernernber not to give the original copy of the discharge plan to her client, but 

actually speaks of retrieving it. 

In both the above instances, the students engage in sestellkg. As 

mentioned previously, here are some instances of regret and resolve in this 

setting, howwer, there imtt the same consistent tone of remorse or shame that 

is characteristic of the accounts of less experienced student nmes in the 

seminsr or joumals. In fàct, as the students in the fonis groups reflect back 

on these instances, th& stories are sometimes accompanied by laughter 



among their classrnates. ClearIy, both Lauriels and Mary's experiences have 

occurred some tirne ago, yet they tell their stories again. However, the 

variation in tone of the discourse among students in the focus groups suggest 

that the meaning of mistakes in this context is different. The light- 

heartedness of these interactions is much different nom those of the less 

experienced students speaking in the seminar and the jomals: 

Susan: 1 made a med error. 1 gave Amoxicüiin about 

four hows before it was supposed to be given. It 

was only 250 mg. anyway and 1 told my RN right 

away and 1 went and told [the instructor] and 1 said 

do we have to tell [the head nurse], and she said 

"Yes you do", and 1 start going, "Oh Go4 this is 

the worst of it". 

Janice: This is when you leam the most eh? 

(ever ybody 1 aughs) 

in these three examples, more experienced students speaking of their errors 

focus less on themselves as the subject of their accounts and more towards 

the nursing activity itseif. 

in the fitst example, Mary tells the other students the process she went 

through to try find the medication she had attempted to adniinister to the 

patient, and how the patient was an important player in discovering and 

solving the error. J d e r  goes one to Say that she too has found her self in 

a similar circmstance where the patient has discovered an error. When 

Susan speaks of giving the Amoxicillia at the wrong tirne, she States that it 

was onfy 250 mg., and the worst part of that ordeal was having to tell the 

head nurse. Spaking of mistakes like this, in this setting, the students 

minimize their own culpabiiity in committing the error, by choosing to focus 



on other important aspects of the activity. Using a different way to speak of 

the mistake provides an opportunity to resist the practice of self-abnegation 

so evident in the other accounts of mistakes by students. 

Speaking of Mistakes in Nursing Practice 

When nurses in actual nursing practice make errors, they use an 

occurrence report to write about the misake. Exploring how nurses use this 

way of speaking about their mistakes helps to show that nurses engage in 

very different discursive practices than those of students. 

Generaüy, the use of an occurrence report is directed by hospital 

policy. Nurses will use an occurrence report when there has been actual or 

potential injury, or some compromise in the wel-king or provision of 

service to patients, visitors, or hospital staff. Mistakes that are made in 

nursing practice are considered "occurrences", and are reported using the 

occurrence report as soon as possible d e r  the discovery of the error The 

report is fmarded to administration shortly thereafter. If the occurrence is 

deemed to be of a serious nature adversely affècting a patient, then it is 

reported to the attending physician. 

During the period of observation in the hospitai for this project, 

occurrence reports were completed when an elderly patient feii when aising 

h m  the chair to r e m  to bed, and when a scheduled anticoagulant was not 

given. Both times physicians were notified. There were dso instances where 

the nurses decided that it was unnecessary to report a mistake using the 

occurrence report. For instance, when a medication was given three hours 

late, the nurse adjusted the scheduling of it so that ail three doses required 

were eveniy distri'buted throughout the remahder of the day. Once, when an 



intravenous had infused too quickly the nurse assessed the patient for fluid 

ovérload, and smiply slowed dom the rate of infusion. In neither of these 

instances did the nurses seem compelled to report the error using the 

occurrence report. - 
Nowhere on the occurrence report used in the hospital is the person 

who cornrnits the error identified, instead, the person providing the account is 

the labeled the "reporter". The reporter is understood to be the person who 

discovered the error, and may or may not be the person who has committed 

the error. Indeeâ, the one who erred may remain entirely anonymous in the 

hospital account of the mistake. 

The k t  information the reporter records on the occurrence report that 

was used by nurses in this study, is a description that identifies the patient, 

their present condition, ad where the incident occurred. The occurrence 

report then prompts the reporter to document if the next-of-kin were notified, 

and if the physician was iafomed. in the section that follows, the reporter 

documents the details of the m r .  The reporter chmses to document the 

error in one of three spaces provided; one for fds, one for medication, 

intravenous and blood errors, and the last is entitled "others". M a t  foliows 

a&r this is an opportunity for the reporter to situate the error as an event 

which has occuned in the conttext of ongoing activity on the ward. For 

instance, the reporter is asked to document "relevant environmental factors 

presentt' at the time the incident happened. 

The occurrence reporf as a way of reporting emrs is a very différent 

activiîy than that used by mrsing students to talk about their mors in school. 

Where the subject of students' mistake-telling in the coliege setting is the 



student them self, the subject of the misbke-teiüng in actud nursing practice 

when the occurrence report is used is the patient. In actuai nming practice it 

could be that the one who made an m r  remains anonymous, however the 

form the discourse takes in school ensures that the person making the error 

exposes themselves as the perpetrator. 

lhimnmt 
As the reporter in hospital nursing practice is prompted to consider the 

context in which the error occmed by documenthg the "relevant 

environmental factors", the error becomes undersfood as an event that may be 

associated with a complex set of cucumstances. This enables a very different 

accounting of the event than students' accounts of their mistakes. 

For example, when the elderly man feu out of bed, and the nurse used 

the occurrence report as a tool to account for this event, the story included not 

only the details about the faü itself; but also the nurnber of staff on the ward 

at the tirne, and the needs of the other patients. The occurrence report told a 

story of an elderly man who climbed over his siderails at a time when the 

there were few nursing staff on the unit, yet the demands for n w P g  care 

were hi&. It was also evident fiom the report that it was an unanticipated 

event, and he was physically imharmed. Thus, the occurrence report enabled 

a form of mistake-tehg that took into account the context in which the 

action of the man climbmg over his radhgs and falling occmed. 

Interestingly, this way of accounting for the error also can obscure the 

possibility of blarne. 



Mistakes as Situated Actions 

By examining the talk of mistakes by nursing students in school, and 

by nurses in actuai nursing practice, the eMdence shows that newcomers in 

the hierarchical community of nursing practice engage in some different 

discursive practices than those of oldtimers who aie differently positioned in 

the community. Examining the fom that mistake-tellhg takes among 

oldtimers in nursing practice shows that the activity of mistake-telling in this 

situation is much different h m  that of newcomers talking about their errors 

in school. 

Given that nurses are selective in reporthg mistakes they make, and 

when they do so identify themselves ody as the "reporter" and include in 

their accounts the context in which the error occurs, it is difficult to 

understand why the newcomers feel it is necessary to "share" events that 

oldtimers would otherwise not s p i c  of, in ways that are so different from 

mistake-telling in actual nming practice. This seems particularly odd 

because the students' accowits are not particularly enlightening. Their 

accounts of making mistakes shed no new light on nursing practice, oniy how 

they have fded to foilow the lessons learned in school. If, in teiüng these 

stories of their mistakes, no new leaming is evident, then it is difficult to 

understand for whatlwhose prtrpose the student recounts their mistake, and 

what, educationaily and professionaiiy, the consequences of such talk are. 

Considering the rnistake-teliing utterances of students as a specific speech 

genre c m  help to answer these questions. 



Speaking of Mistalces: The Genre of the Confession 

When students talk of their own mistakes it has been shown that bey 

do so multiple times. The different forms the discourse takes enables various 

meanings, and opportunities for a students' development as a nurse. It has 

been shown that when beghbg nming students speak of their own 

mistakes in seminar, and the journal, their accounts are structured so that 

they are acts of contrition and resolve, where students evaluate themselves 

and their actions according the lessons learned in school, expressing regret 

for their rnistake and a resolve to do better. 

This process of reflecting on one's actions in terms of the principles 

and procedures set out in nursing education is not unlike the kind of 

reflection the she r ,  in ecclesiastical contexts, engages in as they judge 

themselves according to the d e s  and edicts that are the conditions of their 

salvation (Foucault, 1988). As students expose themselves and their error as 

they do in the seminar, and the journal, they seek witness to this self- 

reflection, a process that is the emphasis of modeni-day ecclesiastical notions 

of confession ( C M ,  1995). 

The modem day practice of confession in the Roman Catholic Chwch 

arises from the texts of the Catechism of the Catholic Church (English 

translation, 1994) witbio the "the sacrament of Penance and Reconciliation" 

(1422). The sacrament of Penance is an outward and visible process of 

demonstratiag inward mercy, also caüed the sacrament of conversion, 

confession, forgiveness and reconciliation. The sacrament of conversion 



refm to the step the penitent takes in reniniing to the Father, fiom whom one 

has strayed in sin (1423). It is caîled the sacrament of confession because 

disclosure of sins to a priest is an essential element (1424). Because the 

priest gmts the penitent "ppardon and peace", it is calkd the sacrament of 

forgiveness because it imparts to the penitent the reconciliation with G d ,  it 

is calied the saccament of reconcitiatim. Although private disclosure is an 

essential element of the sacrament of Penance, confession has not always 

been a private flair between the priest and the simer. 

In the first centuries A.D. sins were coasidered to be a very public 

matter, as was the penance (Cahill, 1995; Donoghue & Shapiro, 1984). 

Those Christians who committed particularly grievous mortal sins such as 

apostasy, aduitery, or murder, sought very public and rigorous penance in 

order to be reconciled with God. Those who confesseci their sins did so, fint 

ta the priest, and then to the community in a public ceremony where the 

sinner again confessed (Donoghue & Shapiro, 1984). The penitent was made 

visible to the community by donning a sackcloth over which the Bishop 

would spread ashes. The penance imposed on the penitent by the Bishop 

was, similady, a very public matter. Most oRai, the penance imposed would 

necessitate the penitent living a life very d i f fmt  h m  other cornmunity 

members. There were restrictions imposed on dress and activity that 

continued to place the sinner in a position that made public the visible the 

proof of suffering, shame, humi?ity, and modesty (Foucault, 1988). 

However public the oonfession and the penance, to begin with, the 

sinner wouid need to engage in some kind of seK-examination according to 

the d e s  and edicts of the time (Foucault, 1988). Applying these d e s  to 

oneself was a way of "managing" the self. Those aspects of one's self that 

did not f d  into line were publicly renouaced so bat  the subject became split 



into a part îhat appeared to adhere to the truths and d e s  administered by the 

authority of the Church, and another which was discarded, or renounced 

(Foucault, 1988). This process of "self-improvement" was dernonstrated 

through the practice of public penance which endured until the tirne when the 

sacrament of penance became a private affair between the penitent and the 

priest (Foucault, 1988). 

Early on, the transition bom public to private wdession and penance 

may have been a mix of the two forms, practiced by monks. According to 

Donoghue and Shapiro (1 W), the monastic tradition within the Church had 

begun to flourish during the fourth century, partly because the harsh penance 

imposed on penitents forced them to live apart fiom their comrnunities. 

Many of these penitents decided to join the ranks of monks and nuns and 

cary out their penance in groups, so that they could be mutually supportive. 

It was fiom St. Jerome's harsh experiences with this monastic Life, 

characterized by contemplation and prayer, that the tradition of seeking out 

another member of the religious comunity? an "anmçhara", for 

compassionate spiritual assistance originated. 

It was this form of spiritual guidance that St. Patrick encountered 

while living in a monastery in Europe? brought to Ireland in the sixth century, 

and became the root of confession as a private act between a member of the 

community and a priest ( C M ,  1995; Doaoghue & Shapiro, 1984). By the 

eighth and early ninth century this fonn of confession became the nom with 

the entire Church. Thomas Cabil (1995) claims this transition occurred out 

of "tenderness" for the sinner. However, it was also true that due to the 

severe penancce handed out by the Bishops, the congregatim was putting off 

their confessions und on their deathbeds, and thus, the penitential system of 

discipline began to break dom @onoghue & Shapiro, 1984). It is also 



possible that the Chuch was losing worshippers through this extended and 

public fonn of penance, and so, too, losing those whom the church depended 

on fm it's continued material existence. Nonetheless, as Cahill(1995) points 

out, the transition of confession to an entirely private flair between a 

@tent and a ptiest, "Emphasized the Trish sense that personal conscience 

took precedence over public opinion or church authotity. The penitent was 

not labeled by others; he labeled himself' (p. 177). 

The form that confession takes in students' talk of t 'eu  mistakes in 

educational settings, is both public and private. First, the student confesses 

theu mistake in Semitlar to the instructor and their peers, and then writes of 

the mistake in their journal to be read by the nursing instructor. in both 

forms of confession, the distinguishing feature is the process of self- 

evaluation that the studentlpenitent employs as a way to manage oneself to 

achieve an ideal (Foucault 1988). In the case of nursing students, this self- 

evaluation mediates a transformation of the student into a nurse in the image 

of what is suggested to them by authoritative texts and people. 

Foucault (1988) characterizes the confession as a "truth game", which 

is a specific technique that persons use to understand themselves (p. 17). The 

person is the subject and object of their self-reflection where they think of the 

d e s  that need to be applied in order to evaluate themselves, including the 

truths of various te*, the decisions of those in authonty, and one's 

obligation, through the sacrament of penance, to show that one believes and 

accepts these truths (Foucault, 1988). In applying these mies and their 

obligations to onesef, those aspects of self that do not apply are discarded or 

renmced, so that the subject is split; the part of the person that appears to 



adhere to the tniths and mies administered by the authotity of the church 

"beloagw , and tûose aspects (hat do not are "discarded". 

The foiiowing journal entry whae a student confesses the inability to 

be the kind of nurse suggeskd by educational texts, clearly shows how the 

purpose of conféssion as a reconstitution of the self is achieved: 

Initialiy I made some attempts at light conversation but was cut 

short, or curseâ, so now rrn resigned - or rather my strategy is 

try to say nofhing or as little as possible. it's gafef. He has his 

favourite care takm and that's okay, but the worst of it is he'll 

ring bis buzzer and wait forever rather than accept my 

assistance. It's bizarre, kind of. i'm left questionhg my 

suitedness for this program, wondering "Can 1 honestly practice 

it's philosophy?" This unconditional positive regard stuff, given 

the likes of P.R.? And if so, how do 1 keep fiom squelching my 

own seK sou1 and voice while abiding it? 

The student expresses btration at the situation, and again expresses an 

error of the "self', the inability to "be" the kinâ of nurse that is suggested by 

the notion of "unconditional positive regard", a CNP curriculum concept 

integrai to the theoretical perspective of humanism: 

Unconditional positive regard is an attitude which is based on a 

fundamental trust in the inner wisdom of people's actualizing 

processes. There is a belief that people are able and will 

discover their own resources and directions for growîh. 

(CNPBC, 1.40) 



The student seems to be stnigghg with the meaning of 

"unconditionai positive regard" in this situation, and notes that in order to 

take this theoretical perspective the "self, soul and voice" may be at risk It is 

not suprising that the student concludes that it may be impossible to continue 

in the nursing program if this is what the curriculum texts suggest must be 

done. 

The perspective the stvdent amicuiata tums the fhstration towards 

herself, rather than towards a &que of the meaning of "humanism" and the 

kinâs of practices this meaning suggests to the student in this situation. The 

definition of "unconditional positive regard" without some explication of how 

this is played out in relationships, suggests thai perhaps "silence" maybe the 

only alternative if one is to "trust in the inwr wisdomft of the patient. If the 

student chooses to continue on, it may seem like silence and inaction are the 

only possible alternatives. This bchàng  of the self causes great angst for 

the student, yet later in the journal is totally discounted when the student 

says: 

It seems almost silly in retrospect - that 1 was so intimidated by 

P.R . . . but then there is a whole lot more to "stories" than meets 

the eye. My student status and Lack of confidence rnay have 

created some süain and caused me to read more into the matter 

than d. AU the rai. tIUs April and the being the moon was 

full and 1 was premenstnial didn't help matters either. 

The "strainl that the student experiences which earlier has been attri'buted to 

the inability to make sense of "unconditional positive regard1' in this situation 

is dismissed as if it were just a "silly" matter of being influenced by the 

weather, celestid forces and the menses. This completes the studentls 



renmciation of the self, as she totally discounts any of her previous mgst of 

having to maintain this silence, at the expense of her own being. 

Using the genre of confession, the student has disclosed her weakness, 

and given up a part of herself in order to achieve what is understood as the 

good and proper way for a nurse to act. The student's process of coming to 

know the self through examination becomes an important element for the 

reconstitution of the self in the image of a good nurse. 

Foucault (1 988) says the process of coming to know oneself, or 

discovering the tmth about oneself, is an important element of confession, 

which he proposed as one of the "technologies of the self' (p. 18). 

Christianity has used confession as a way to link the conditions for the 

purincation of the soul, and thus reconciliation with God and etemal life, 

with the obligation to know oneself (p.40). In order for one's sou1 to be 

saved, 

"Each person has the duty to know who he is, that is, to try to 

know what is happening inside him, to acknowledge fauits, to 

recognize temptations, to locate desires, and everyone is obliged 

to disclose these things to God or to others in the community 

and hence bear public or private witness against oneself' @. 

40). 

In others words, confession is a way of discovering tniths about oneself 

according to the tmth obligations, or the memorized d e s  and conditions for 

salvation of the soui (p. 40). In doing so, the confession serves as a mediator 

for the transformation of the self, by causing a rifi with one's past identity, 

and a positive reconstitution of the new self (p. 49). in the same manner, the 

confessional discome of mistake-making mediates a transformation of the 



nursing student. Although this transformation is so clearly portrayed by the 

student who suppressed a way of being, so that she could abide by the rules 

of uncondititional positive regard, this technique of self transformation is a 

fundamental purpose of any confession. 

O&er as Fore= 

Foucault's (1988) ideas about confession as a mediator of identity 

stressed the verbal form of confession. However, as shown previously, 

nming students also use writing as a tool to confiess their mistakes to their 

instmctor. This form of mistake-telling marks an important stage in using 

confession as a technique of the self in the development of nursing students. 

Huck Ciutman (1988) argues that it was Rousseau, in writing 

(hl&&, who first intrduced writing as a tool to examuie and define 

oneself as an individual. Rousseau's way of using the written form of the 

confession to constitute oneself, Gutman suggests (1988), marked a major 

SM in consciousness fiom that seen in Saint Augustine's Confessions. 
written in the fourth century (Gutman, 1988). This change in consciousness 

was chatacterized primarily by the sepration of the self fiom the world as an 

autonomous object to be considered, raîher than, as in Augustine's writing, as 

a vehicle for the glorification of God. Rousseau's secular fom of confession, 

where a break in the self occurs, appears to persist in the journal entries of 

nursing students. 

The subject of Rousseau's writing was himseIf, and his purpose was to 

provide as trutbfiil an account of himself to the reader as possible (Gutman, 

1988). However, this was only possible through a division of the self fiom 

the worid In order to consider oneseif', one must be able to distingwsh that 

whiçh is "me" and the "not-me" (Gutman, 1988, p. 107). Through this 



division, Rousseau was able to create a se l f  so unique fiom the world that 

surrounded him. that he was able to examine the "self" as an extemal object 

to be examine4 separate from his own consciousness. In fact, Rousseau 

perfected this technique of the selfso completely, that he came to not only 

consider himself as isolated in bis othmess fiom the rest of the worlâ, he 

came to prefer his own irnaginary ruminations to the experiences offered in 

the "alien and, ultimately, inhospitable" real world (Gutman, 1988, p. 108). 

When nursing students write their confessions using the journal, like 

Rousseau, the confession becornes a technique for the student to examine 

themselves, separate fiom the ongoing activities of aclual nursing practice, or 

the real world of nursing practice. One of the consequences of this division 

of the self results in a transformation of the student, As mentioned 

previously, a fiirther consequence of this tecbnology of the self is that many 

Unportant understandings of what a nurse is and does remain invisible to the 

student. However, Gutman's (1988) ideas suggest one hrther consequence 

of this kind of secular confession: the notion of otherness. 

Gutman (1988) notes that as Rousseau became more and more 

conscious of his own uniqueness as he wrote bis Confessions, he began to see 

the world outside the autonomous self he was creating, as foreign. As a 

consequence, Rousseau physically withdrew fiom the world, isolating 

himself fiom it. Similarly, as students becorne accomplished at using 

confession as a tool for seSexamination, they achieve a separation of 

themselves, and their practices, fiom nurses in actuai practice. This is 

evident most clearly in students' discourse of nurses' mistakes, and 

distînguîshes one M e r  stage in development of nursing students. 



Speaking of Nurses' MistaLes 

When studentst mistake-tehg takes the genre of a confession, what 

results is a division of the self as a subject to juâge and an object to be 

considered. However, when nming students speak of nurse's mistakes they 

have witnessed, the fom that mistake-tehg takes is much Werent. This 

kind of talk among nursing students has consequences simiiar to that of 

Rousseau's constniction of the world as foreign and inhospitable. However, 

where Rousseau was unable to live the unhappy isolated life created by his 

discourse, and joined society once again (Gutrnan, 1988), students create 

solidarity with feiiow students, and revel in their otherness. 

to pnest 

Examining the talk of nurses' mistakes among students in the focus 

group, shows that mistake-tebg takes a tum here, marked by a change in 

the form the talk takes. No longer are students using such instances to 

examine themselves, it is the actions of practicing nurses that are of interest 

here: 

Amy: came in there last week and the guy that I had-his 

[intravenous] was behind by five hours. 

Laura: Five hours? 

Amy: Yep. It was also potassium, and 1 told the nurse on 

the team that it was way behind, and she said 

"that's no problem", and then she cranks it open, 

like almat wide open, she said "let's just let it rua 

Like that for a while and see what happens", you 

know she goes "just check it every half hour". I 



corne back a hdf hour later and it's an hour ahead 

of t h e  and Fm like.. . 
Moly: It caught up five hours in au hour? 

Amy: Ya, in a half an hour. I was just k, hoiy 

srnokes, and sfie's iike, "oh, no that's just the way 

we do it" 

Amy identifies the person who has erred as "the nurse on the team", rather 

tban iùentify that nurse by m e .  in tbis next account, Sarah describes the 

procedure the nurse uses to flush a secondary intravenous line in preparation 

for the administration of a medication into a primary inttavenous line, 

fefefiiLlg to the nurse as "somebody", and later as "she": 

Sarah: Somebody started a piggyback and it just blew 

my mind away what she did. It's OK- that is 

her choice, but 1 would never do that because, it's 

what we never bave ken taught. 

Jane: It's too contùsing. 

Sarah: She used the one line to fdl up her new line of the 

piggyback so she was sending saline up into the 

medication iine, and Itm going, yo, OK, you know I 

wouldn't do that, but that's your choice. 

h both these instances the students do not identiq the person making the 

mistake. Similady, in thh story, the student uses "they" to refer to the nurses 

who have faiied to follow-up on a client who has fainteck 

Donna: The patient was supposed to go home - she'd 

had a laparoscopie cholecystectomy. She Ioolced 



Janice: 

Donna: 

Jane: 

Donna: 

Jane: 

Janice: 

Jane: 

Donna: 

Janice: 

pretty good, ready to go, and she went to the 

shower room and just about passed out. Now, she 

was brought back to her room but aii they [the 

nurses] did was put her in bed, and that was it. She 

became my patient, and 1 took vitai signs every 15 

minutes. 

So what were her electrolytes, did you look? 

They didn't do any of that. When the doctor came 

in he said she does this every tirne. He wasn't 

suprised to see it was a problem. 

You mean they didn't do any electrolytes? 

They didn't do anything, not a thing. 

That seems kind of weird. . . 
Especialy for a choie. 

Especidy because it was surgery. 

1 know, 1 know. They didn't do anything. 

That's reaüy odd. 

Students spoke most fcequently about nurses e m  in the focus group 

interview, they never wrote about them, however, some students told stories 

of nurses' mistakes in the seminar. In the seminar one student talked about a 

nurse who forgot to flush a feeding tube inserted into the patient's stomach, 

&r a feeding was administered through this tube. The tube became clogged 

and coulda't be used. Another stuâent talked about a decision that the nurse 

made to leave a patient in bed to have a bowel movement as inappropriate. 

One student talks about discoverhg an open pressure sore on a patient's heel, 

whereby a discussion among the students concludes that the pressure sore 



must have been there for a pend of tirne, so that the nurses must have failed 

to notice this and intemene. When students speak about these mors in the 

seminar, several students build the account together, validating another's 

observations or conclusions, and thus af&ming that an error has indeed 

occurred. 

These acçounts of nurses' errors differ fiom students' stories of their 

own errors in t h e  ways. Most obvious, is the change in the subject of these 

stories fkom the students themselves to the nurses with whom they work. 

Second, in the accouats of nurses' mistakes, the students resist identification 

of individuals. Instead, the students use the difhe otherness of "the nurses" 

or "the nurse" which implies that any, or all nurses may have participated in 

the error. This is different fiom how students talk of their own mistakes 

where the individual student becomes M y  tethered to their error by self- 

disclosme. The third difference relates to the speakerls. Rather than a 

solitary examination of the self mediated by the genre of the confession, 

when students speak of nurses' mistakes, it becomes a group activity. There 

is not one speaker, but several who contribute to the account. This was 

evident in ihe focus group, when Amy, Laura and Moly corne to conclusion 

that the nurse should not have increased the rate of the intravenous infùsion, 

when Sarah and Jane decide that the nurse had flushed the tubing incorrectly, 

and when Donna, Janice, and Jane thought it very odd that the nurses didn't 

check the patient's electrolytes. In the seminar, talking about nurses mistakes 

was simiiarly a group activity. 

These Merences show that when students speak of nurses' mistakes 

the discourse is mediated by a different form of mistake-telling than the genre 

of confession. Rather than a confession, the snidents appear to be testifjmg 

that an error has occurred, and they do so coliectively. This places students 



as witnesses to nurses' emrs, and as the term "witness" suggests, the students 

demonstrate theù knowledge of what is considered a fact in this situation 

(Hoad, 1986). For instance, nurses should h o w  the signs and symptoms of 

high blood sugar, and that pressure mes should be discovered long before 

the skin begins to break dom. Through the* attestations, the students swing 

around h m  the penitent, to the one who makes some judgment on the act 

committed as a sinlerror, like a priest hearing the confessions of the 

parishioners. There is then, a definite change in the speaking subject, l?om 

penitent to witnesslpriest, which marks an hportant change in the 

consequemes of mistake-telling in this particular setting. 

. . 
A S- 

Grouping nurses together as guiity of faulty nursing pracîice creates a 

division between the nurses and the nursing students. This division is 

supported by the collective nature of the accounts, but also by the tone 

students use to talk of nurses' errors. 

Earlier, it was shown that students speak of their own mistakes with 

great regret. When speaking of nurses' mistakes, the students sound both 

increduious, and ceRain. This tone conveys a message that students are 

skeptical of the nurses' practices, and would act differently than the nurses in 

the same situation. As Sarah says above, "1 wouldn't do that'', Amy 

responds with a "holy smokes" as she considers the actions of the nurse, and 

Susan says "al they did was put her in bed, and that was it". 

When students are positioned to witness and speak of nurses' mistakes, 

they perfomi a different d e  in the disciosure of a mmistake. Similar to early 

ceremonies of public confession and penance where the sinner stood arnong 

the members of the community to 1K publicly recognized, the students 



becorne the community, and the nurses in their absence, the penitent. What 

is interesthg about this kind of discourse is that the nurses' actions are 

constructed as e m ,  because they are different h m  the actions the student 

would take, even though there may be some merit in the actions of the nurse. 

Here, the form that mistake-tebg takes produces a situation where 

students become tnily sequestered from the real, ongoing practices of 

nursing. For example, the procedure the nurse uses to flush the intravenous 

line is a cornmon, acceptable method used by nurses, that saves the, limits 

openhg the systern to outside pathogens, and prevents the combination of 

incompatible medications in the same intravenous line. This is a procedure, 

however, that the students have not encountered prior to this because it is not 

accounted for in the texts the students referme. 

When Rousseau became dissatisfied and unhappy with the kind of the 

kind of tife constructed through his confessional discourse, he discards this 

self and rejoins what he left behind. The nursing students do not do the 

same. Instead, their discourse of nurses' mistalces mediates solidarity in their 

othemess. This is achieved when the students tell the stories of nurses' 

emrs, afbning the students' lcnowledge and actions as the right way to be, 

and do nursing. At this point the discourse takes on a tone of righteousness, 

which collectively moves the students to a position moraily superior to the 

nurses. As there was no evidence of this kind of talk in the student's 

joumals, the division between students and nurses created by the students' 

mistake-telling seems to be on the condition that the group can coUectively 

participate in the conversation. 

This change in the discourse of misttake-making hints at a m e r  stage 

in the trajectory of development of nursing students, a stage of consolidation 

of the student group, chmcterized by division ftom the nurses. This division 



mates a group to which the students belong, which is distinguishable kom 

the group to which practicing nurses belong. As students âistimce 

themselves fiom the practice of nurses by taîking about nurses errors, they 

furtber prove their ability to abide by the d e s  and procedures setaut for 

them, and unknowingly segregate themselves from actual, ongoing, nursing 

practice. 

Domination and the Technologies of the Self 

cl- Powa 

Michel Foucault (1988) noted that various technologies of the self are 

associateci with domination. The technique of self-examination mediated by 

verbal and Wntten confessions, and that mediated by the righteous 

examination of nurses1 practices both "employ certain modes of training and 

modification of individuals, not oniy in the sense of acquiring certain skiils, 

but also in the sense of acquiring certain attitudes" (p. 18). Thus, by putting 

themselves and others foward for examination, nursing students become 

agents in the expansion of dominance and contcol in nursing education 

(Gutmaa, 1988). 

In writing about the kinds of discursive classroom practices th 

encourage leamers, through a confessional mode of disclosure, to express 

their "personal meaningl' of texts, de Casteil (1996) points out that such 

discourse is suffused with power. Using such "institutionalized discourses 

and representational practices" (p. 6), the leamer, de Castell says, produces 

an "'official' subjectivity. . . constituted as the legitimate bais fiom which to 

speak" (p. 10)- These practices act "to repress, to foster seIf-censorship, to 

minor for the selfa rationaly organized and homogenized subject of 

regdation" (p. 10). 



Francisco Ibanez (1997) explored the ways in which issues of identity, 

authority, and power could be reconfigured when the eîhnographic researcher 

recognized the confessional "coming-out" accounts of research participants 

liMng with HIVIAIDS were embedded in, as wel as produced, relations of 

power. He argwd that these confessions were a representation of: 

"A highiy institutionalized location where practices Ire rigid and 

manipulative. One individual--the priest, the shnnk, the 

scientist--asks questions, analyzes, appropriaies, interprets and 

represents the bodily text of otliets based on some vaguely 

understood, mherent right to investigate. Patients get diagnosed 

and written up by doctors and ourses and their "objective" 

descriptions of bodies and situations becorne the "truthtt about 

the individual. (1997, p. 1 19) 

If one now substitutes the priest or scientist with "nushg instructor", the 

confession of mistakes by nwsing students positions the instnictor as that one 

individual obliged to reply to the student, and offer some "truth", as wel as 

some measure of absolution (p. 119). Here the confession becomes 

necessary, so that the instructor as wise, experienceâ, discriminating power, 

can provide this truth (Foucauit, 1988; Ibanez, 1997). Even though the 

instnictor does not Say anything m response, tûe fact that the student has 

expressed a thought addresseâ to than, marks t as the truth (Foucault, 1988). 

This seems a very odd position to h d  oneself, working within a paradigm of 

educational pedagogy embracing the "intentional efforts to create more 

equitable (f&) relatiomhips among students, teachers, and patients" 

(CNPBC, 1998, p. 1.15). 



The confession as a mediationd means, produces and reproduces 

nursing identities and practices among newcomers in nursing education. The 

process of appropriation of the confession into nursing education is itself 

located in a historical context which, when me considers confessional 

discourse as an artifact, cm be explored. 

As discussed earlier, carhg as nurse's/women's work originated witbin 

the religious notion of the duty to cm,  and meant renouncing one's autonomy 

in the name of devotion to God/nursing. This was the mode1 of nursing on 

which Florence Nightingale built the early nursing programs. As carhg is 

intertwined with religious iûeology which condones self-sacrifice and 

alûuism, the discourse of "caring" became a vehicle to prove one's devotion 

to God, and served to perpetuate the patriarchal structures that defined nurses 

as subsenrient. 

Sirnilarly, the ritual of confession proves one's devotion to God as a 

person engages in selfexamination according to the d e s  and conditions of 

theù salvation. In the case of nursing students, the confession rnediates a 

transformation of a person into a nurse in the image of what is suggested to 

hem by authoritative educational texts and people. Furthemore, as students 

take up new meanings of themselves as nurses, it appears that the confession 

recapituiates the onginal relations of pwer through the nun/woman/caring 

paradigm on which the eariy nurse trainiog programs were constructed. 

Thus, the use of the confession as a tool to speak of mistake-makuig appears 

to recapituiate these power relations, as nursing pedagogy continues to 

address "God" in educational methods. 



Chapter Five: Summary and Conclusions 

S m W '  
This chapter summarizes the results of using grounded theory to 

investigaie mistake-teliing in nursing education. Analysis of the data shows a 

specific üajectory of nursing student development, mediated by the speech 

genre of confession. This trajectory is marked by four stages: contrition, 

resolve, resistance, and consolidation. Comparison of this process with 

nurses' mistake-telling shows that students are developing identities and 

practices of "good" students by developing cornpetence at confessionalism, 

however, they are not necessairily learning to be "good" nurses. 

Dev- 

By appropriating the genre of the confession into nursing education as 

a means for students to speak of their errors, the discourse enables a 

"technology of the self' (Foucault, 1988, p. 18), whereby students discard or 

renounce certain aspects of their selves, and reconstitue themselves 

accordhg to the officiai interpretations of what it is the nurse should be and 

do. This technology of the self has been presented as a performance rooted 

in the traditional notions of caring in nursing, which recapitulates the power 

relations evident in the intersection of religion and nursing education. 

The stages of contrition and resolve apparent in the discourse of 

mistake-teliiug mark points in students' development where the genre of 

confession mediates ~e~renunciation and transformation of the person. 

Newcomers in nming education use this way of speaking, and writing of 

theù mistakes. When more experienced students tell their stories of mistakes 

outside of the traditional educational structures, like the seminar and the 



journal, and speak among themselves about mistakes, the tone of students' 

confessions change. The discome becomes more light-hearted at times, 

rnarking a stage of resistance to the contrite selkxaminatiom mediated by 

confession. There was no evidence of this refusal in any other settings. 

One m e r  stage, the stage of consolidation, emerged as students' 

spoke of nurses mors. This stage is characterized by a change in the subject, 

and tone of mistake-telling. As students spoke of nurses' mors, a division 

between themselves and practicing nurses was produced. This was acbieved 

when talk took the form, "this is what nurses do, but this is what 1 bave 

learned". By testifjmg to the nurses errors, the talk takes on a redemptive 

pwpose for the students. This worked to further consolidate the 

understandings students had developed about what it was to be and do 

nursing, even though some of these understandings were very limited. in 

fact, by privileging the genre of confession as a way of talking of mistakes, it 

has been shown that at aii stages, fiom contrition to consolidation, this way 

of speaking limits understanding of what practicing nurses actually do. 

Lave and Wenger (1991) d e s m i  situations where newcomers' 

communities of practice develop that are segregated fiom those participating 

in the ongohg activities of the real work. This they tem an "interstitial 

community", which operates in a way that ümits access of newcomers to 

identities of mastery (p. 42). Using the genre of confession to talk of 

mîstake-making in the educational setting seems to be creating such a 

community, where students' identities and practices are limited to what can 

be learned when their understandings of events are constnicted at am's 

length fiom the meaning made in actual nursing practice. This segregation is 



completely achieved in the stage of consolidation, where students isolate 

themselves, and their nursing practices fiom actual nurses. 

However, if the purpose of nursing education is to provide students with 

access to increasingly expert nursing performances, then this process of 

setting oneself apart fiom practicing nurses, mediated by the genre of 

confession, appears to be antithetical to "leaming". 

Retuniing to the notion that social relations underlie meaning 

(Wertsch, 1998; Lave and Wenger, 199 l), and that it is the more capable 

peer who assists the newcomer or novice to develop these meanings, 

accentuates the difficuîty inherent in making meaning in a group sequestered 

fiom ongoing nming practice, as it appears to be in the case of nursing 

education. By priviieging the genre of confession, the educator becomes 

positioned as the one qualified to speak the tnith, rather than the nurses who 

are engaged in actual nursing work Thus, mistake-telling is a 

disempowering process, because in silences a way of knowing about nurses 

and nursing outside of the educational context. 

In the early stages of contrition and resolve where the students 

renounce and re-mate themselves, ways of understanding nursing practice 

that codd give students access to expert nming performances are lefi 

unconsidered. Because the rituai of the confession shapes what it is the 

student says about the mistake, and to whom the confession is addressed to, 

understanding of the event is extremely limitd This was shown to be the 

case in numerous instances. 

One can only imagine the kinds of conversations that could occur 

between students, nurses, and nursing instnictors about taking vital signs 



fiequenttiy for a person whose death is near at han& or why it is that nurses 

appear to flush inûavenous tubing in a way that seems so foreign, and wrong, 

to the students. Appropriation of the confession limits the understanding of 

what "no code" and "flushing", meam in actual nursing practice, and so 

limits fidi participation in the community. 

As students engage in the discourse of mistake-making using the 

confession as a tooi, opportunities for questionhg practices in both nursing 

education and nursing practice are also limited. As the confession mediates a 

focus on the self, and the management of this self according to authoritative 

interpretations of nurse and nursing, the fieedom to engage in other ways of 

speaking about mistakes which would enable the exploration of altemative 

nwsing practices, and identities are constrained by the discourse. For 

instance, in the situation where the student spoke of taking the patient's pulse 

prior to administering Digoxin, there is a potential conversation lost about the 

patient's experience of monito~g their heart at home, and why, and for 

whose purpose, this activity becomes the work of the nurse once the person 

entas the hospital. From this perspective, mistake-telling, when it takes the 

form of a confession limits transparency of these nursing practices, and so 

fidi participation in the practice. 

What might be at stake should the way mistakes are talked about in 

nursing education be altered? Surely one thing that could be up-ended in 

changing how we speak of m*stakes wouid be the power and authority 

accorded to the nursing instructor through the genre of the confession. In 

fact, Francisco nianez (1997) suggests when talk takes the form of a 

dialogue, as opposed to a confession, there are opporhmities for participants 



to Vary their locations, fiom the authontarian masterleducator who knows dl, 

and the student who accepts this authonty to a place where the talk of 

mistake-making is characterized by greater equity in the insûuctor/student 

relationship. 

Dialogue, Ibanez (1997) admits, is difficult to desmi,  however as it 

is practiced, this khd of talk offers "the possibüity of a greater power balance 

between individuals, the acceptance of more fluid social mles and a sharing 

of practices of representation" (p. 1 19). For these kinds of conversations to 

occur in the context of rnistake-making, some resistance to the genre of 

confession would need to occur. Specifically, nurse educators engaging in 

dialogue could consider themselves facilitators, acting as catalysts for 

"consciousness raising" (hanez, 1997, p. 128). In the context of Legitimate 

Peripherai Participation (Lave and Wenger, 199 1, p. 29), to facilitate this act 

of consciousness raising the instnictor could provide acces to alternative 

ways of understanding the mistake, so that the interpretation of an error 

might be CO-created through cntical discourse. This of course would be 

contingent upon recognizing one's authoritatie role in the genre of the 

confession, and being willing to resist it's use. To do so would enable many 

more possibilities for students' development as nurses. - 
The results of this project were presented to a group of five second- 

year nming students who were asked to comment whether the findings of 

this project seemed to be a plausible explanation for students conféssing their 

mistalces. Although the students did agree with the findings of this study, 

they also wanted to talk about other aspects of confessiug their errors. 



The students did agree that mistakes are a bdamental aspect of their 

learning to be a nurse, and tbat ihey do feel compeled to speak and write of 

their mistakes. As one student said, "1 was going to Say, that the first thing 1 

put in my journal is what did I do wrong. Like, that is the h t  thuig I ûy to 

point out." Another student talked about how she and another student 

reûected together on an error they had made while tramferring a patient back 

to bed using the genre of the confession. "1 remember doing a transfer really 

bad last semester with Joan. We came out and said what could we have doue 

better, and what can we do not to have this happen again. Like we totally 

went through it". 

Much of what the students tallced about was centred on the issue of 

mistake-telling as a way of enforcing discipline and conûol. Here a student 

taiks about her experience Like this, "Wow. This is exactly the feelings tlve 

had in the last couple of years. Certainly the feelings of master and 

dependent student." There was agreement in the group that it was important 

to "catch" one's own mistake, and report it before the nursing instmctor 

found i t  Engaging in this seIf-evaluation and confession shidents said was 

important because if they fded to do so it could mean failure in the nursing 

program. One student said, "When I'm writing my journal, 1 feei that if 1 

don't tell - if 1 don't find the mistake before my instmctor, I'm going to fail". 

Another student expresses a similar understanding, "We beat ourselves up so 

much. We're taught as a student what is most importang therefore you make 

your own schedule and organize your priorities, and if you don? make one of 

those things priorities, then you think you are going to fail". In the ensuing 

discussion, students suggested that if the instnictors wouid give some 

guidelines of the lcinds of mistakes that could cause automatic failure, then 

their fear of making mistakes, and fading, may be lessened. 



Based on these discussions, it couid be said that the results of this 

study are reliable in the sense that students readily agreed with the 

explanation of nursing development as it is mediated by the genre of 

confession. The students foc& specificaliy on the importance of 

evaluating one's actions to discover mors, and the importance of reporting 

these emn. Especialiy important to students was the issue of authority in 

the student/instructon relationship, and how this plays out in the confession of 

m m .  The students' talk about the relationship between confessing their 

enms, and their fear of failure is particularly intereshg and would be a 

particuiarly interesting avenue to pursue. 

This project has begun to show how a sociocultural perspective can tell 

a story of nursing development that is much diflerent fiom the contemporary 

notion that individuals deveiop in a context-fiee mauner, by acquiring skiiiiùl 

nursing practices. However, the trajectory of nursing development outiined 

here, is a very partial, and particular account, based on the discourse of 

rnistake-making in nursing education at a small coilege. There are several 

areas that could be exploreci more M y  so that the theory of how the genre of 

d e s s i o n s  works to produce nurses becornes clearer. 

Notably absent in this accuunt are the immediate voices of nursing 

iastnictors as they participate in speakllig of mistakes in nursing education. 

Although the notion of dialogicality impiicates the nursing instnictor in the 

discome, it is less obvious how the instructor's own tak of mistakes figures 

into the theory of mïstake-teUing. How, for instance, do instnictors respond 

to both Wtitten, and verbal confessions of mistakes, and how do these 

cesponses aid in ce/comtituting nurses? 



In addition to examinhg instructors' contributions to the discourse of 

mistake-making, there is muci more that could be done to analyze and 

interpret the students' talk of mistakes. For instance, it was nrst year nursing 

students whose mistake-tehg in seminar and the journal provided the basis 

for this project. By exsanining the discourse of more experienced nursing 

students in third year when they speak and write of mistakes in seminar and 

their joumals, differences and sirnilarities in the discourse could be 

examined. Also, the instances where students speak of nurses' errors requires 

fiuther exploration because this fonn of mistake-telling diaers from that of 

students' confessions of their own mistakes, and produces profound 

sequestration of students from actual nursing practice. Some ways to do this 

would be to gather students together earlier in their nursing program to speak 

about nurses' mistakes, as well as asking practicing nurses to do the same. 

Throughout this project it was understood that speech is the most 

important mediator of nursing development, and the methodology used to 

constmct the theory followed this approach. By exploring the discourse of 

mistake-making of both nursing instructors, nursing students and practicing 

nurses at the various times and places suggested here would help to m e r  

define the trajectory of nursing development mediated by prideging the 

genre of confession as a way to speak of mistakes in nursing education. 

However, examining other cultural tools, for instance Like the guides that 

students are given to reflect on their practice, by both their professional 

organization, and the educatimal institution, could help to further explain the 

relatimhip between mistake-tehg and nursing development 



Conclusion 

This project suggests that resisting the genre of confession as a way of 

spealchg of mistakes in nuishg education could enable nursing students to 

think of themselves, and their nwing practices diffaently. Of course, 

substituting one way to speak with another may risk the introduction of a 

mediational means that are less enabling than the confession. Nonetheless, 

what follows are the ways 1 have altered how 1 work with students who speak 

and write about their mistakes, as a result of what 1 have leamed through this 

research project. 

1 have attempted, as Francisco Ibanez (1997) did as a researcher with 

research participants, to engage in dialogue with students, rather than a 

contrite confession. 1 have encouraged students to ask cnticaî questions 

about the ways they report their mors, as weîl as to reflect on what they 

consider important to speak about in these reports, and heIped them to 

consider the error in the context in which it occurred. For example, when 

students who have forgotten a medication focus on themsefves as subject of 

their discourse, 1 ask them to consider the error in the ongoing k w  of their 

nursing work, and encourage them to ask nurses what tools they use to 

remember to give medications. By doing this, some students have lemeci, 

for instance, to flag medications that need to be given at oàd times. 

Because 1 fhd students' public confession of their errors in serninar 

particularly disturbing, 1 have been carefid to structure the pst-practice 

seminar in ways that discourage this practice. For instance, as noted earlier, 

stuclents confess their rnistakes multiple times, often at least twice before 

spealung about it in seminar. 1 have been able to plan with the student before 

the seminas how to present the error to other students, so that they cm be 

alerted to an important aspect of nursing practice, without the student having 



to confess publicly. Most often, this means that 1 present a case study for the 

students ta consider and cîiscuss. 

1 also have leamed th? "paradigm shiftsw in nursing education which 

promise to bring greater equity to studentfteacher interactions, as the "caring 

curriculum'' (Bevis & Watson, 1989) , on which, in part, the ColIaborative 

Nursing Program of British Columbia is founded, can be "more, and not less 

pressive" (de Castel, 1996, p. IO), when accompanied by institutionalized 

clasmm practices, like "sharing" mistakes, tbat require students to 

disclose, renomce, and recomtitute themselves as nonnalized subjects. This 

seems, and 1 believe 1 have show it to be, a particularly violent, and as de 

Castell points out, deceitfd practice. 

In a more generd sense, this project has sensitized me to the power of 

speech in producing nursing identities and practices. This way of knowing 

abwt leamhg has created a &gree of angst and uncertainty about the 

locaiionls fiom which I speak as a nurse educator. I also have been able to 

question the seemingly unprobiematic appropriation of certain ways of 

speaiung of people, and phenornena in nursing eâucation. This ability to 

question taken-for-granted practices in nursing eduçation, fiom a critical, 

socioculturai perspective, offer opportunities to speak in ways that enable a 

more humane way of knowing, being, and doing nursing. 
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